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PREFACE 


Information on the extent and results of psychiatric care is essential for 
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project was initiated by the Royal Commission on Health Services. This study 
gives an epidemiologic perspective. The organization of psychiatric services is 
discussed in the study, Trends in Psychiatric Care, by Professor D. G. 
McKerracher. 


The working of various Canadian psychiatric services is described in 
terms of the extent of use, the characteristics of users, and some results. This 
study attempts to define the current allocation of various services, the demands 
made upon them and to establish some baselines against which future changes 
might be realistically assessed. In addition, the core problem of evaluation is 
outlined. 


The system of national mental health statistics operated by Dominion 
Bureau of Statistics is reviewed. In addition this study includes detailed reports 
of psychiatric care in a number of provinces and communities; and analyzes 
the use of private psychiatric care by the members of several prepaid medical 
insurance plans. The nature of the information needed for future evaluation, 
and the means by which such information might be derived, are also considered. 


Definition and design of this project began in late 1961. Most of the data 
were collected and analyzed during 1962, while the author was on a leave of 
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PAR Del 


AN INTRODUCTION AND SOME CONCLUSIONS 


CHAPTER “1 


THE NATURE OF THE PROBLEM 


“Tt has long been a recurring nightmare experienced by this reviewer that he was a 
mental hospital administrator facing a legislator who was a thorough and experienced 
scientist and methodologist and that he was confronted with the demand that he 
justify his programme and expenditures on the basis of demonstrated need and 
efficacy. As part of the nightmare the reviewer advanced, one after the other, the 
usual mental health salesman’s arguments and discussion. These, in turn, brought on 
the little and obvious questions that any scientifically oriented individual would direct 
to tear such arguments to shreds, ending with the simple, and I fear justified, 
observations to this effect: ‘Doctor, do you mean to tell me that you have been 
spending billions of dollars for over a century and yet have the temerity to tell me 
that you have not tested experimentally or even epidemiologically the components of 
your programme for which you are now asking additional millions? What have you 
been doing with the money that we gave you for research? Aren’t you at all 
uncomfortable working in the dark, or don’t you realize that you are working in the 
dark? Doctor, what do you know about research and scientific method? Could you tell 
me how you would go about testing the efficacy of this part or that part of your 
programme? Have you any proof that you are not doing harm? Doctor, do you have 
any reasons why you should not be brought up on charges of malfeasance and 
misfeasance?’ 


“On awakening from such nightmares this reviewer is unable to decide whether it is 
fortunate or unfortunate that such legislators do not exist. It is specifically in 
expectation of such confrontation that expert reports are necessary. However, it is 
obvious that concomitant with such reports, the necessary action must be taken to 
evaluate objectively the programme as a whole and the important and expensive 
constituents singly. How, otherwise, can improvements be made?” 


Introduction 


Psychiatry is the medical science which deals with diseases of the mind.? 
Major disability is produced in all parts of society by psychoses, psychoneuroses, 
personality and behaviour disorders, mental retardation and various emotional 
reactions. 


Canada has a system of segregated mental health services which are 
over-burdened with large numbers of hospitalized patients remaining from past 
years and an unrequited demand for additional care for new patients. Although 


1Pasamanick, B., Special Comment, Action for Mental Health: Final report of the Joint 
Commission on Mental Illness and Health, Amer. J. Orthopsychiat. 32:539-550, 1962. 


2Oxford Dictionary. 
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community psychiatric services can provide effective care, few Canadians live in 
areas where such services are quantitatively available or financially feasible. 


Despite marked improvements in the effectiveness of psychiatric care, recent 
advances have not been uniformly implemented throughout Canada. Reliable 
data on the extent and results of psychiatric care are not available for the 
evaluation of present services and the planning of new programmes. This study 
intends to provide information and methods which can be used for such 
evaluation and planning. 


Psychiatric Illness as a Major Health Problem 


The volume of hospitalization for psychiatric illnesses is equivalent to that 
dispensed in all Canadian public general hospitals.? If present trends continue, it 
is estimated that one out of eight infants will be hospitalized in a psychiatric 
institution before death.4 At the end of 1960 there were over 75,000 patients 
under the care of mental institutions which spent $116 million® during the year 
and provided inadequate care. 


In default of adequate community care many patients are consigned to re- 
mote mental hospitals and institutions for the mentally retarded. These mental 
hospitals (to which less than one-fifth of first admissions are voluntary)® are 
obsolete in structure and function. For patients hospitalized for more than two 
years, leaving hospital by death is more likely than discharge.? To an increasing 
extent psychiatric institutions contain patients with mental retardation, elderly 
patients who have grown old while in hospital or have been admitted with 
psychoses of the senium, and long-stay patients with schizophrenia. At the 
end of 1960, there were about 50,000 long-stay patients in psychiatric institutions. 
The cumulative hospital costs are high for these patients who represent the 
burden of the past, the patients crippled by the previous pattern of care.8 


In addition to the severe psychiatric illnesses requiring hospital care or 
treatment by psychiatrists, there is a large mass of emotional symptoms and 
minor psychiatric illnesses, which come to the attention of family physicians. No 
reliable data exist on the extent of these disorders which exert their toll upon the 
community in terms of underproductivity and economic wastage, and over-utili- 
zation of scarce, expensive, and ineffective® health services. 


sDuring 1960, 25 million patient days were spent in psychiatric institutions and in public 
general hospitals. Dominion Bureau of Statistics, Hospital Statistics, 1960, Vol. I, General Informa- 
tion, Ottawa: Queen’s Printer, 1962. 


4See Chapter 13. 


SExcluding psychiatric divisions of general hospitals. 
“See pp. 68-70. 
7See pp. 80-81. 


8These hospitalized patients have had their disability increased by characteristics inherent in 
the mental hospital. “...much of the symptomatology traditionally associated with chronic 
schizophrenia and other disorders is brought about by prolonged incarceration in an impoverished 
and unnatural social situation.” American Public Health Association, Subcommittee on Tertiary 
Prevention of the Program Area Committee on Mental Health (Williams, R. H. [Ed.]), The 
Prevention of Disability in Mental Disorders, Mental Health Monograph 1, United States Depart- 


oom of Health, Education, and Welfare, Washington: United States Government Printing Office, 


*Ineffective for psychiatric illness. 
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Previous Surveys of Canadian Psychiatric Services 


Provincial Surveys 


There have been many provincial surveys by various Royal Commissions, 
and the Canadian Mental Health Association. Subsequent to the First World 
War, the Canadian Mental Health Association (then the Canadian National 
Committee for Mental Hygiene) initiated provincial mental health surveys. 
Over the years, nearly all of the provinces were surveyed at the request of the 
provincial authorities. The staff of the Canadian Mental Health Association 
reviewed legislation, administration and personnel, the structure of mental 
hospitals, their psychiatric programmes and living conditions, and community 
services. The provincial surveys, conducted by personnel familiar with the 
development and trends of Canadian mental health services, were relatively 
comprehensive, and indeed, much in advance of contemporary practice. 


National Surveys 


A national report on public health, prepared for the Rowell-Sirois Commis- 
sion by Graver in 1939, referred to the need for additional mental hospital 
accommodation. In 1943 the Parliamentary Special Committee on Social Security 
devoted a session to psychiatric care at which time a brief, presented by various 
Directors of Provincial Mental Health Services and several University Professors 
of Psychiatry, emphasized the importance of general hospital psychiatry: 


“The realization that the mentally sick are really sick people who may need very 
complete examinations and consultations for diagnosis and adequate treatment calls 
for the establishment of properly equipped wards in all general hospitals of fifty beds 
or more (and at least one or more properly equipped rooms in smaller hospitals. 
Limitations of time and space do not permit a lengthy discussion of this most 
important development but we feel it is essential to the proper care of citizens who 
may develop mild or severe mental disorders.) Such a ward would be for short 
treatment only; prolonged illnesses would be cared for in mental institutions.”’10,11 


In the national survey of health resources, conducted during the Second 
World War by the Canadian Procurement and Assignment Board, the shortage of 
adequate accommodation for the institutional care of the insane, feeble-minded 
and the epileptic was recognized. Psychiatric wards of general hospitals were felt 
to be justified because of the close association of mental and somatic diseases, 
but emphasis was placed upon the need for sufficient financing of such services. 


During 1950-51 the National Health Grants Program sponsored provincial 
health surveys to assist in setting up the machinery necessary to ensure the most 
effective use of the health grants, in planning the extension of hospital 
accommodation, and the proper organization of hospital and medical care 
insurance.!3 Each of these provincial surveys made particular recommendations 
regarding mental health services. These recommendations included various 
aspects of hospital accommodation, personnel, training, research, community 


10Canada, House of Commons, Special Committee on Social Security, Minutes of Proceedings 
and Evidence, No. 11, May 18, 1943, pp. 315-338. 


1lThis paragraph was re-emphasized in Dominion Provincial Conference on Reconstruction, 
Health, Welfare and Labor Reference Book, Ottawa; King’s Printer. 1945. p. 20. 


12Canadian Medical Procurement and Assignment Board, Report of the National Health Survey, 
Ottawa: King’s Printer, 1945, pp. 147-148. 


Department of National Health and Welfare, National Health Grants, 1948-1961, Ottawa: 
Queen’s Printer, 1962, p. 9. 
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clinics, and consultation services. In the main, the recommendations referred to 
the expansion and extension of the existing structure and pattern of services, 
although some reports recommended: 


Adequate co-ordination of mental health services with health services generally. 

Development of psychiatric units in principal, regional general hospitals. 

Establishment of community mental health clinics located, where possible, in public 
general hospitals. 

Provision of sufficient funds to universities to train psychiatrists and other profes- 
sional personnel to relieve the present shortage and to make possible the 
recommended mental health programme. 

That the programmes concerning the treatment of mental diseases, professional 
training and research in this field take their inspiration from the scientific 
directives of our universities. 


These surveys confirmed in statistical form the deplorable state of mental 
illness in Canada at that time. They pointed out the great shortage of psychia- 
trists and of personnel equipped with medical training to meet this problem, the 
lack of personnel generally, the lack of institutional facilities in many provinces. 
Health workers and governments all over the country were felt to have been 
given an opportunity of making an assessment so that they could at long last ina 
co-operative way begin to tackle this extremely serious problem.}4 


Mental Health Services in Canada, 1954 


Canadian mental health services were described by the Department of 
National Health and Welfare in 1954. The desirable future goals for improved 
mental health services were listed! as: 


More adequate development of the central mental health divisions. 

Further improvement of both the medical and non-medical aspects of mental hospital 
administration. 

Better integration of psychiatric programmes with other health services and a more 
widespread recognition of mental health services as community services. 

A reassessment of the training programmes for mental health workers. 

Evaluation of the present research efforts. 


Although the construction of a total of 11,779 beds!® had been approved for 
Federal Mental Health grant assistance between 1948 and 1954 this study noted 
that no standard plan 


“... with respect to either size or design, had governed the original construction or the 
expansion of Canada’s mental hospitals. As the demand for additional accommodation 
increased, new wings were added and/or new independent units were built, usually 
clustered around the original building.’’!7 


Failure to Implement Recommendations 


The failure to implement recommendations made by the provincial health 
surveys regarding mental health services were discussed in 1955 by the National 


14 Martin, Hon. Paul, Canada Parl. H. C. Debates Sess., 105(13) : 506-510, Dec. 5, 1960. 


1° Department of National Health and Welfare, Research Division, Mental Health Services in 
Canada, General Series, Memorandum No. 6, Ottawa: Queen’s Printer, 1954. pp. 188-189. 


16Ibid., p. 45. 
17Ibid., p.58. 
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Scientific Planning Council of the Canadian Mental Health Association.18 Some of 
the reasons included the following: 


Economic—meaning not only the lack of money, but also the way in which money 
was allocated and administered. 

Formal and Informal Tensions between different interested parties connected with the 
provision of mental health facilities and services in a particular context—e.g., 
the government, the university, lay organizations, and so on. 

Lack of a Clearly Formulated Over-all Programme for the provision of mental health 
services throughout a particular region. 

The Lack of Clearly Defined Premises upon which to base recommendations for 
facilities or services. The recommendations for particular standards frequent- 
ly do not appear to have been based upon a clear rationale... so many 
hospital beds are recommended, for example, but the reasons for recom- 
mending that particular number or that type of physical plant is not given. 

Public Attitude. Another important factor influencing the development of mental 
health services has been the attitude of the public towards such services and 
towards expenditures for facilities and personnel. In this connection, it was 
felt that a consideration of mental health services should also include a 
consideration of the ways in which any recommendations should be imple- 
mented. 

Lack of Personnel. Despite the great increase of personnel in mental health facilities 
the rate of training new personnel in all categories has continued to lag far 
behind the demand. Where the shortage of trained staff persists the hospitals 
will tend to regress from active treatment centres to custodial units. 


Canadian Mental Health Association, 1955-1962 


In 1955 the Canadian Mental Health Association appointed a standing 
Committee on Psychiatric Services to review the Canadian situation and to 
develop standards and principles upon which an evaluation could be based. It 
was felt that merely to strive for more money, more services, more staff and 
better conditions within the existing patterns of care was not enough; nothing 
short of a radical new concept of treatment and care was needed.}® 


The major recommendations of this report were: ?° 


Integration of psychiatric services with the physical and personnel resources of the 
rest of medicine. 

Regionalization of psychiatric treatment services in centres of population, and 
establishment of a wide range of psychiatric services in the larger communi- 
ties. 

Decentralization of the management and administration of psychiatric services. 

Close co-operation among treatment personnel and the co-ordination of psychiatric 
services to ensure that the patient receives appropriate help in his communi- 
ty through all phases of his illness without interruption; and that recruit- 
ment, training and career programmes for professional personnel in the 
mental health field be rapidly increased and improved. 

Co-ordination of local psychiatric services in hospitals, clinics and other centres to 
promote maximum effectiveness. 


The report stressed that the lack of substantial and reliable data on 
evaluation was one of the most difficult problems facing psychiatry. Maintenance 
of standards of patient care was regarded as essential to any health service and 


18Canadian Mental Health Association, Mental Health Services in Canada, Interim report 
No. 1, Background and Summary of Basic Principles, Toronto: The Association, 1961, pp. 3-4. 


19Tyhurst, J. S., et al., More for the Mind, a Study of Psychiatric Services in Canada, Toronto: 
Canadian Mental Health Association, 1963, p. 15. 


2Ibid., pp. 39-45. 
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periodic evaluation of the quality of patient care by an independent agency was 
recommended.?! 


The MacNaughton Resolution, 1960 


Prior to the establishment of the Royal Commission on Health Services the 
need for a national survey of the problems of mental illness was recognized by 
the House of Commons. In December 1960 the House debated and accepted a 
resolution, introduced by Mr. Alan MacNaughton, that the government should 
consider the advisability of co-operating with the provincial authorities and such 
professional and other groups as may be interested, in making a national survey 
of the extent of mental illness, its causes, problems, and methods of treatment.?? 


“It seems to me that it is reasonable to suggest it might be useful again in the face of 
the situation as it now exists that we should perhaps make sure once again that we 
have a clear picture of the problem in Canada. It is not that we think it is any more 
serious than in any other comparable country, but in our effort to tackle this problem 
we want to make sure precisely what is its nature.’’23 


The Need for Evaluation 


“J’aime la statistique en médecine, parce que je crois a son utilité; aussi, depuis trente 
ans, m’en suis-je aidé dans mes travaux sur les maladies mentales. C’est le meilleur 
instrument pour mesurer l’influence des localités, du régime et des méthodes de 
traitement.” 


Esquirol,~ 183824 


The need for reliable evaluation of psychiatric care has long been a major 
concern.”° Although deficiencies in service, personnel and facilities are obvious, it 
is necessary to find areas of greatest need (for the best allocation of scarce 
services); to evaluate the effectiveness of various methods of care; and to 
establish base lines against which progress might be measured.?6 


Provision for measurement in terms of effectiveness and efficiency should be 
routinely built into every mental health programme. Without records of 
indications, expectations and actual results mental health services may be said to 
be run for the pleasure of an outfit rather than for any lasting benefit to patients 
and to any store of experience.?? It is no longer possible to justify mental health 
programmes on the basis that all activities are worthwhile. It is necessary to 
determine the results of such activities. 


21 Tbid., p. 203. 
“House of Commons Debates, Parl. H. C. Debates Sess., 105 (13) :487-525, Dec. 5, 1960. 
*8 Martin, Hon. Paul, Canada Parl. H.C. Debates Sess., op. cit. 


*Esquirol, J. E. D., Des Maladies Mentales Considérées Sous les Rapports Médical, Hygiénique 
et Médico-Légal, 2 Volumes and Atlas, J. B. Baillére, Paris, 1838. 


“Various aspects of evaluation of health services in general are described in Appendix 1-1. 


*Felix, R. H., and Kramer, M., Research in epidemiology of mental illness, Publ. Hlth. Re 
Wash., 67:152-160, 1957. Ton 


“Meyer, A., Excerpts from the Twenty-First Annual Report of the State Commission in Lunacy, 


Sept. 30, 1909 in: The Collected Papers of Adolf Meyer, Vol. II i : i 
Pe ER ae ger ec ee yer, . II, Baltimore: The Johns Hopkins 
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Training in appropriate methods of quantitative evaluation has been 
described as essential for the professional mental health worker in the 
community.?® At central administrative levels it is necessary to have specific 
provision, either a person or organization, for the evaluation of programmes and 
results in addition to those especially responsible for programmes, and for 
training.?® Such training, and central?931 provision for the evaluation of 
programmes is scarce in Canada. 


The continuation, alteration, development or expansion®? of psychiatric 
services should be accompanied by appropriate provision for evaluation. Lack of 
concomitant evaluation represents an inefficient use of scarce resources. In 
addition specific clinical trials of the effectiveness of different therapeutic 
methods are necessary. These trials must clarify two main points.33 


What are the essential features of the treatment programme, 
and what parts can be dropped without impairing its thera- 
peutic efficacy? 


What is the minimum education and training necessary for 
each of the persons who will participate in carrying out the 
treatments? 


Such clinical trials have been described for comparing home versus hospital care 
for schizophrenics**'35, and general hospital care for certified patients.®® 


In Canada, Grauer had emphasized to the Rowell-Sirois Commission that 
one of the essential features for conditional grants-in-aid by the federal 


22American Public Health Association, Program Area Committee on Mental Health, Mental 
Disorder, A Guide to Control Methods, New York: The Association, 1962, p. 71. 


29 Querido, A., Mental health programs in public health planning, Ment. Hyg. (N.Y.), 46:626- 
654, 1962. 


30 This applies at provincial levels also. 


31In the Department of National Health and Welfare “The Mental Health Division promotes 
better standards and evaluates requirements for Canada’s mental health services’. Department of 
National Health and Welfare, Research and Statistics Division, The Administration of Public 
Health in Canada, Ottawa: Queen’s Printer, 1958, p. 103. 


32A study of eight mental health centres in Minnesota during 1958-59 concluded that as the size 
of the staff increases, the amount of actual, recordable work done by each individual appears to 
decrease. Vail, D. J., Strategy in evaluating the effectiveness of community mental health 
programs, Pub. Hlth Rep., Wash. 76: 975-978, 1961. 


3World Health Organization, Tenth Report of the Expert Committee on Mental Health, 
Programme Development in the Mental Health Field, WHO Tech. Rep. Ser. 223, 1961, p. 47. 


34Patients committed to a mental hospital and diagnosed as schizophrenic, but for whom the 
family was willing to assume responsibility for home supervision, were randomly assigned to 
either a drug home-care group, a placebo home-care group, or a hospital control group. During 
the first eighteen months of the experiment, among the home-care group given drugs 88% of the 
possible days were spent at home, while the placebo patients spent nearly 82% at home. The cases 
assigned to hospital care spent 60% of this time in the community, considerably less than either 
the placebo or the drug home-care patients. It was noted that virtually all of the many problems 
associated with the home-care program, also applied to a considerable degree when the patients 
returned home after customary hospitalization. Pasamanick, B., Home vs. hospital care for 
schizophrenics, J. Amer. Med. Ass. 187:177-181, 1964. 


35Dinitz, S., et al., An experimental study in the prevention of hospitalization of schizophre- 
nics, Amer. J. Orthopsychiat, 35:1-9, 1965. 


36 Smith, C. M., McKerracher, D. G., and McIntyre, S., Care of the certified psychiatric patient in 
the general hospital. The Saskatoon Project, Canad. med. Ass. J., 88:360-364, 1963. 
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government for health problems was that “.. .the results can be measured with 
some exactness’’.37 


In the final report of the Commission it was stated that: 
“Provided provinces are not thereby tempted to forego or starve other needed 
services, we can see no serious objection to small grants-in-aid for particular 
provincial services, and especially for specialized health services where scientific 
standards for measuring efficiency are relatively easy to apply...”38 


In 1961 the rules for the administration of the National Health Grants 
Programme were described as being based on the two principles of provincial 
control over the health programmes assisted and developed with funds available 
from the grants, and economical and efficient utilization of grants funds. 


“Kach project submitted by a province is studied in the Department of National 
Health and Welfare, first, from the standpoint of its purpose and the soundness and 
practicability of the methods for carrying it out and, secondly, from the point of view 
of its compliance with the terms of the Appropriation Act, the General Health Grants 
Rules, the Minister’s rulings and other pieces of legislation which have a bearing on 
the operation of the program. This scrutiny is carried out by the National Health 
Grants administration in close cooperation with consultants within the various 
divisions of the Department and, in some instances, with experts outside the 
government service. A close working relationship is maintained with the department’s 
chief treasury officer... 


“The purpose of this review is not only to evaluate the project but also to co-ordinate 
provincial efforts for the preservation and improvement of the health of the Canadian 
people as a whole...’39 


A report of the contribution of the National Health Grants programme 
described changes which had occurred in psychiatric services between 1948 and 
1961.4° 


Some of the changes were: 


An advisory committee on mental health, consisting of provincial directors 
of mental health services and others, “convened and actually saw all of their 
confréres for the first time! It was possible to develop and have intensive 
national planning.” 


During this period the ratio of additional mental hospital accommodation 
provided per capita was 10 times greater in Canada than the United States.4! 


“. .. Individual bursaries for training, either for a full academic year or more, or for 
short courses and institutes, were provided to 784 psychiatrists, 552 psychiatric 
nurses, 40 electro encephalograph technicians, 397 psychologists, 507 psychiatric social 
workers and to many other categories of professional workers.. .who found employ- 
ment in mental health services.” 


** Department of National Health and Welfare, National Health Grants, 1948-1961, op. cit., p. 6. 
*SReport of the Royal Commission on Dominion-Provincial Relations, 1954 Edition, Vol. 2, p. 54. 


°° Department of National Health and Welfare, National Health Grants, 1948-1961, op. cit. 
““Tbid., pp. 134-139. 


“See p. 43. 
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The number of unduplicated psychiatrists receiving bursaries is less than 
784. During the first eight years of the programme 83 individuals had completed 
formal training courses in psychiatry.42 


“Provincial mental health divisions were strengthened. Some appointed consultants in 
such fields as psychology and social work. The provinces which did so had the most 
success in recruiting essential treatment personnel.” 


It is not known to what extent the employment of consultants in provincial 
mental health divisions has resulted in increased or improved patient care, or 
what effect this has had in preventing illness, providing early diagnosis and 
treatment, or reducing disability. 


“The effect of intensive recruiting and training and the availability of Hospital 
Construction Grant have led to a heartening change in conditions within the public 
mental hospitals: higher professional and semi-professional status of staff, better 
leadership and improved physical surroundings.” 


Are patients in mental hospitals getting “more” or “better” care since 1948? 
Are patients leaving earlier, and has the number of long-stay patients decreased? 


“The development of new drugs has aided the advent of the ‘open-door policy’.” 


In 1960, three-fourths of patients in mental hospitals were not in open 
wards.*8 


“Community mental health clinics, day hospitals, psychiatric units in general hospitals 
showed an encouraging increase during the period under review... It is thus possible 
for patients more often to be treated in the early stages of illness, often entirely on an 
out-patient basis.” 


How many patients are being treated in the early stages of illness and how 
often are they being treated entirely on an out-patient basis? 


“About 53 per cent of the funds for national mental health grants went to mental 
hospitals, 23 per cent to clinics and psychiatric units and 13 per cent for training.” 


Is this the most effective distribution of this money?44 


The report concludes with a statement that “mental health grants assistance will 
receive continuing study to support provincial efforts to move from older patterns of 
health care to the implementation of the most modern concepts”. 


What criteria would be utilized to determine whether communities or 
provinces are moving from older patterns of health care to the implementation of 
the most modern concepts?#5,46,47 


“See pp. 164-165. 
48See Appendix 1-2. 


“During the first five years (1948-1953) a higher proportion was spent on training (20 per cent) 
than during the total 13 years (13 per cent). See Appendix 1-3. 


45The federal requirements for the planning of mental health services in the United States are 
described in Appendix 1-4. 


46‘VWiental health programmes expand in many directions, sometimes according to a careful plan 
and sometimes in response to local pressures for services. The administrative organization of 
programmes varies, each pattern having its advocates and critics. Mental health as a field is noted 
for a prevalence of opinions over facts, but nowhere is this allegation so true as in the matters of 
RA Healt Organization, Tenth Report of the Expert Committee on Mental Health, Pro- 
gramme Development in the Mental Health Field, WHO Tech. Rep. Ser., op. cit., p. 47. 


47See Appendix 1-5. 
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Purpose and Method of this Study 


This study relates to psychiatric care, and particularly to the hospital and 
out-patient facilities specifically intended for patients with psychiatric illnesses. 
It is recognized that not all patients with psychiatric illnesses are cared for by 
the psychiatric services discussed in this study; and that there is a wide range of 
professions, institutions and community resources involved in the maintenance of 
mental health, and the prevention, treatment and rehabilitation of psychiatric 
illnesses. However, it has not been possible to encompass those non-psychiatric 
community services or health, education, welfare, and correction agencies which 
affect mental health or provide care for persons with psychiatric illnesses, or to 
estimate the extent, nature and results of such care. 


Within the time and financial limitations of this study it was decided to focus 
on some estimates of the extent and results of psychiatric care. It was recognized 
that it was not feasible to describe the extent and results of all forms of care, 
and that it was preferable to ask appropriate questions that could be 
answered.*8 


There are neither reliable nor valid methods for estimating the extent and 
nature of psychiatric illness in the general population.4® 5° Rather than conduct- 
ing another statistically significant but clinically immaterial survey®! of the 
general population it was decided to focus upon the portion of morbidity 
receiving some form of clinical attention from psychiatrists or other types of 
physician.» This decision recognized that only a portion of those with 
psychiatric illness are subject to attending a physician, being recognized and 
recorded as having a psychiatric illness, or being referred to a psychiatrist for 
further consultation or care. However, particular attention was directed to 
ascertaining recorded morbidity among populations with an increased potential 
for the recording of such morbidity, as in members of prepaid medical insurance 
plans, and the population of geographic areas with an increased concentration of 
psychiatric facilities. Psychiatric disability unattended or unrecognized by physi- 
cians was largely excluded. The derived measures of extent were based on 
clinical utilization of medical or psychiatric facilities. This concern with clinical 


categories handled by physicians is preferable to undifferentiated studies of 
‘global mental disorder’.®? 


48“Any fool can ask a question; the trick is to ask one that can be answered. Breadth is 
desirable in any psychosocial research, but loss of the ‘question-that-can-be-answered’ is too 
high a price to pay for the ‘broad’ outlook. Comprehensiveness is too high a price to pay if it 
involves the loss of the critical question of the experiment, and is not warranted as the 
overriding objective of experiments.” Lemkau, P.V., & Pasamanick, B., Problems in evaluation 
of mental health programs, Amer.J.Orthopsychiat. 27:55-58, 1957. 


4#?Richman, A., Assessing the need for psychiatrists’ care. A review of the validity of 
epidemiologic surveys, in press, Canad. Psychiat. Ass. J. 


5o“The difficulty in reaching such an assessment is that a simple counting of persons with 
‘psychiatric symptoms’ is insufficient. There must be decision as to cases requiring treatment... 
in assessing need, it is felt that estimates are required immediately of persons requiring the 


clinical time of a psychiatrist in some type of clinical facility.” Tyhurst, J.S., et al., More for 
the Mind, op. cit., p. 35. 


Fletcher, C.M., Epidemiologist and clinical investigator (President’s Address), Pros.roy.Soc. 
Med. 56:851-858, 1963. 


“In other branches of medicine the need for care has been defined in terms of the utilization 
of available care. “The receipt of care for a condition is usually rather good evidence that care 
is needed.” Stevenson, G.S. (Ed.), Transactions of the Fourth Conference on Administrative 
Medicine, Oct. 31-Nov. 2, 1955, Princeton, N.J., New York: Josiah Macy Jr. Foundation, 1956, p. 21. 


*’Group for the Advancement of Psychiatry, Committee on Preventive Psychiatry, Problems 


of Estimating Changes in Frequency of Mental Disorders, Report No. 50, New York: The 
Association, 1961. 
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The results of psychiatric care were evaluated quantitatively. Since the 
objectives of hospitalization were considered to include the return of patients to 
the community, the indices selected were those relating to rates of separation and 
readmission, retention ratios, and hospital utilization. In the study of members of 
prepaid medical insurance plans results were described in terms of costs and 
duration of psychiatrists’ care, and the volume of medical care prior and 
subsequent to psychiatric consultation. 


The national system of mental health statistics was reviewed in terms of 
available data, and with particular regard to the information essential for 
programme planning and evaluation. More detailed descriptions of the purpose 
and methodology of the various enquiries undertaken for this study are found in 
later chapters. 


Summary of Conclusions 


Purpose of Summary 


A summary of some of the conclusions in other chapters follows. This brief 
synopsis does not include all of the findings, but is intended as an epitome. 


National Statistics on Psychiatric Care 


Part II discusses various aspects of national statistics on psychiatric care 
published by the Dominion Bureau of Statistics, and the types of additional data 
and analyses which are essential for the evaluation and planning of both 
present and future psychiatric services. 


Chapter 2 reviews the present and possible functions of the Dominion 
Bureau of Statistics. The objectives for a national system of mental health 
statistics are not being fulfilled. Major revision of the system is required to 
provide reliable, valid and useful statistics. Particular provision must be made 
for increased collaboration between the Dominion Bureau of Statistics and users 
and suppliers of statistics. Pertinent analyses and interpretations of national 
statistics on mental illness are deficient, and must be provided in future by the 
Dominion Bureau of Statistics or some other suitable agency. Intensive studies 
of local areas must be facilitated, and longitudinal studies of patients developed 
and maintained. 


Chapter 3, Changes in Psychiatric Care and Accommodation, outlines some of 
the directions which hospital care for psychiatric illness has taken between 1932 
and 1960. Marked provincial differences in the type and amount of accommo- 
dation exist and there are considerable discrepancies in the availability of in- 
patient care throughout Canada. Federal assistance for construction during 1948- 
61 was largely directed to the reduction of overcrowding in mental hospitals and 
institutions for the mentally retarded, and was in large part based on unrealistic 
estimates of needs. 


Characteristics of various types of in-patient institutions are delineated in 
Chapter 4. Although psychiatric units of general hospitals have assumed an 
increasing share of psychiatric care it is not possible to determine their relative 
effectiveness from existing national statistics. 


The concept of patient movement is presented in Chapter 5. Marked changes 
have occurred in the number and ratio of admission and separation events in 
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Canadian institutions but it is difficult to determine their relationships. In 
proportion to population first admissions doubled, readmission-events increased 
five times, discharges quadrupled, and patients in residence increased one-sixth 
between 1932 and 1960. Between 1955 and 1960 the average daily population in 
mental hospitals decreased 10 per cent, and those in institutions for the mentally 
retarded increased 12 per cent. 


Chapter 6 deals with admissions to psychiatric institutions. Lack of provin- 
cial agreement on definition of first admissions is evident. The available tabula- 
tions do not permit adequate assessment of the factors involved in wide pro- 
vincial differences in admission rates. More specific tabulations are required. 
Marked increases in the number of readmission-events have occurred, both in 
terms of the number of events per individual as well as the number of in- 
dividuals being readmitted. Better tabulation of existing data on readmissions 
is necessary, as well as the development of longitudinal studies of first ad- 
missions in order to establish the relations between the rate of return, the 
number of readmission-events, and the total amount of hospital care used over a 
period of time. 


Separations are discussed in Chapter 7. During 1956-1960 nearly one-half of 
all separations with more than one year of hospital care were deaths, and the 
19,625 patients who died had spent 70 per cent more time in hospital than had the 
150,070 discharges. Unsatisfactory indices of duration of stay continue to be used 
by the Dominion Bureau of Statistics and should be replaced with actuarial 
indices. 


Patients in psychiatric institutions are considered in Chapter 8. Marked 
provincial differences have occurred in the direction and extent of change in the 
ratio of patients in institutions between 1932 and 1960. The ratio for mental 
retardation doubled while that for psychoses increased 13 per cent. At the end of 
1960 four out of 1,000 Canadians were under the care of psychiatric institutions. 
This ranged from 0.1 per cent of children to 1.1 per cent of those over the age 
of 65. One-half of all patients had been hospitalized for more than seven years. 
Current tabulations are restricted by the data available and the analyses em- 
ployed; both the data and analyses can be improved. 


The problem of long-stay patients is presented in Chapter 9. At the end 
of 1960 three out of 1,000 Canadians had been under hospital care for more than 


two years. For these 52,532 patients, separation by death was more likely than 
discharge. 


Chapter 10 describes various methods of assessing the retention of patients, 
which should be used by the Dominion Bureau of Statistics. One-half the patients 
in psychiatric institutions at the end of 1950 remained under continuous hospital 
care until the end of 1960; in seven provinces this ratio was between 53 and 54 
per cent. Of the 67,525 patients on books of institutions at the end of 1955, five- 
eighths remained under continuous care, at least one-eighth died, and less 
than one-fourth had left by the end of 1960. An estimated $283 million was 
spent on the 42,660 patients under continuous hospital care between 1955 and 
1960; three-fifths of mental hospital expenditures were for this continuously 
hospitalized group. The absolute number of mental hospital patients retained 
two to three years was 8 per cent lower for admissions during 1958 than for 
admissions during 1953. One-third of admissions during 1956-1960 are estimated 
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to have remained hospitalized for more than four months, and one-third of 
patients hospitalized four months would remain continuously hospitalized for 
ten years. Inter-provincial differences were more marked in the early months, 
and decreased with increasing lengths of stay. 


National data on personnel, finances, and out-patient clinics are surveyed in 
Chapter 11. These tabulations are considered unsuitable for the reliable com- 
parison of differences in time, or between provinces or types of institution. It is 
unlikely that the additional 2,062 qualified psychiatrists needed for a realistic 
satisfaction of Canada’s need by 1971 can be achieved without marked expan- 
sion of university training programmes or considerable change in the migra- 
tion of psychiatrists into and out of Canada. In 1962 there were more Canadian- 
born graduates of Canadian medical schools specializing in psychiatry in the 
United States than were on the staffs of all Canadian psychiatric institutions. 


Hospital Care in Selected Provinces 


Part III deals with analyses of Ontario data, and longitudinal studies of 
patients in British Columbia and Saskatchewan which were performed by 
Dominion Bureau of Statistics at the request of the Royal Commission on Health 
Services. 


Chapter 12 reviews the comprehensive descriptions of Ontario mental health 
services prepared by the Medical Statistics Branch of the Ontario Department of 
Health. National trends are corroborated in the Ontario data. Considerable 
changes have occurred in the age and diagnostic characteristics of patients in 
residence, with the proportion of patients under 15 or over 65 doubling between 
1941 and 1960, and mental retardation forming an increasing proportion of 
institutionalized patients. Over one-fifth of the patients in Ontario public mental 
hospitals at the end of 1960 were considered to be receiving residential 
accommodation only rather than hospital treatment and were therefore trans- 
ferred to residential accommodation by the end of 1963. 


First admission rates for unduplicated patients in British Columbia and 
Saskatchewan during 1958-60 are described in Chapter 13. About one-fifth of one 
per cent of the population aged 15-64, and one-half of one per cent of the aged 
were first admissions. It is projected that about one out of eight infants would be 
hospitalized in a psychiatric institution at some time in their lives, on the basis 
of these first admission rates. 


Discharge and readmission rates for the same sample of first admissions 
are given in Chapter 14. One-third of admissions were discharged within one 
month, and three-fourths within four months; relatively few discharges 
occurred between four and twelve months. Functional psychoses had higher 
discharge rates than did all diagnoses combined. Death rates were highest for 
non-functional psychoses, about one-third of psychoses of senium dying in 
hospital within one year. Readmission of about one-fifth of discharges occurred 
within one year. Patients discharged from psychiatric units of general hospitals 
did not have higher readmission rates than those discharged from other 
institutions. 


The aggregate hospital care used by Saskatchewan admissions within one 
and two years following admission is analyzed in Chapter 15. During the first 
year after admission an average of 100 hospital-days were used per patient. 
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Continuous hospitalization was incurred by 14 per cent of the patients who 
used one-half of the hospital-days. By the end of two years an average of 173 
days had been used per patient, 90 days for patients with functional psychoses, 
and 330 days for patients with non-functional psychoses. Three-fifths of the 
aggregate hospital stay had been used by one-seventh of the patients who had 
been continuously hospitalized with mental retardation or non-functional 
psychoses. Admissions with functional psychoses to general hospitals used 54 
days per patient while those admitted to mental hospital used 111 days during 
the first year; none of the general hospital patients were hospitalized, while 15 
per cent of the mental hospital admissions were in hospital at the end of the 
first year. Psychiatric divisions of general hospitals can treat the great majority 
of patients needing hospitalization. 


Psychiatric Care and Prepaid Medical Insurance Plans 


Part IV describes insurance provision for psychiatric care in Canada at the 
end of 1962, and the actuarial experience of some insurance plans providing 
enhanced coverage. 


In Chapter 16 the wide-spread and major differences in the extent, duration, 
and amount of psychiatrists’ care provided by members of Trans-Canada 
Medical Plans are described. Only one of nine plans provided coverage for all 
psychiatric services. 


The experience of Medical Services Association, Vancouver, is analyzed in 
Chapter 17. The over-all frequency of psychiatric consultation, requested by 
physicians, was 0.4 per cent in 1957. For the two calendar years prior to 
psychiatric consultation the insurance plan expenditures for the families of 
patients, and for the patients themselves, were higher than those for other 
members. Three to four years after psychiatric consultation the expenditures for 
the families of patients were not significantly different from controls. The 
occupational stability of patients, and the employed spouses of patients, was 
lower than for controls. In a group of patients eligible for 60-75 hours of 
psychotherapy over a four- to five-year period, one-sixth were not seen after 
consultation; the average amount used was less than ten hours. Three-fifths of 
patients referred to psychiatrists were seen for less than six months. 


Three other Canadian insurance plans are described in Chapter 18. Data 
provided by Credit Union and Cooperative Health Services Society, Vancouver, 
demonstrated the above-average medical costs during the two years before 
psychiatric consultation for married women seeing psychiatrists. These increased 
costs were for hospitalization, and laboratory and radiology examinations. 
Nearly one-half of the women had been given definite diagnoses of psychiatric 
illnesses or symptoms some time preceding referral; the median interval for such 
diagnosis was 23 months. 


The same chapter includes the results of Medical Services (Alberta) Inc., 
Edmonton, which had progressively reduced restrictions on psychiatric care 
between 1958 and 1962. Payment was made for consultation, in-patient care, and 
psychotherapy of up to $1,000 per year. The annual rate of initial consultation, 
including self-referrals, was 0.8 per cent in 1962. At least 1.1 per cent of adult 
males and 1.6 per cent of adult females attended a psychiatrist during 1961-62. 
Forty hours of private psychiatrists’ time were used per 1,000 members, and it 
is projected that future use could reach 200 hours per 1,000 member-years. In the 
third insurance plan, for employees of the Public Service of Canada, maximum 
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expenditures of $10,000 per illness were possible and less than 2 per cent of 
the costs were for psychiatrists. Payment for treatment of psychiatric illnesses 
has not resulted in disproportionate costs in the insurance plans studied. Provi- 
sion for psychiatric treatment must be considered, not only on the basis of need 
but on the basis of the expensive, ineffective over-utilization of medical, hospi- 
tal, laboratory, and pharmaceutical services which represent a masked cost of 
psychiatric disability. 


Chapter 19 reviews data on the case-loads of psychiatrists in private 
practice. Although there is considerable variation among individuals, psychia- 
trists generally have a considerable case-load which includes an average of 200 
consultations annually. 


The Extent of Psychiatric Morbidity and Care 


Part V deals with studies of the extent of psychiatric care in two communi- 
ties with above-average concentrations of psychiatric facilities; discusses 
manifestations of psychiatric morbidity other than the use of psychiatrists’ care; 
and estimates of Canada’s needs for hospital care. 


Chapter 20 presents various indices of psychiatric morbidity in the Canadian 
population. Family physicians record diagnoses of psychiatric illness in 2 to 
4 per cent of the population annually; in one study this reached 14 to 25 per cent 
over a five-year period. On the basis of a prescription survey it is estimated that 
for every patient recorded as having a psychiatric illness there are twice as many 
for whom psychiatric illness is recognized but not recorded. The contribution of 
psychiatric illnesses to sick leave, total disability, and the high rates of suicide, 
criminal narcotic addiction, and alcohol consumption are discussed. 


The extent of psychiatrists’ care in Moose Jaw and London, Ont., is given in 
Chapter 21. Over 1.5 per cent of the total population received clinic or in-patient 
treatment during 1958-1960. This proportion was lowest among children and 
highest among the aged. The bulk of in-patient care for Moose Jaw admissions 
was provided by less than 0.4 beds per 1,000 population. 


National requirements for hospital care are estimated in Chapter 22 on the 
basis of recent and projected reduction in mental hospital use. From the 
experience for Saskatchewan it is estimated that in-patient needs for admissions 
(excluding mental retardation) average 200 days per 1,000 population, and that 
this could be further reduced with expanded community mental health services. 


The Quality of Psychiatric Care in Canada 


“By every standard of measurement the problems of mental ill-health loom large and 
demand remedial action. The mental health services available to Canadians are 
inadequate in most respects and, with a few notable exceptions, are based on 
standards which were designed to fit the concepts of an age which has passed. New 
knowledge and effective methods of prevention, diagnosis, treatment and rehabilita- 
tion are available but they have not been widely applied and it is possible to say that 
the management of mental and emotional disturbances lags behind the advances of 
medicine.’’54 


54 Canadian Medical Association, brief submitted to the Royal Commission on Health Services, 
Toronto, May 1962, para. 40. 
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The quality of psychiatric care is related to the degree to which it is 
available, acceptable, comprehensive, continuous, and has treatment based on 
diagnosis rather than symptoms.®> In terms of these five criteria the general 
quality of psychiatric care is not high in Canada. 


Availability 


There are major geographic variations in the availability of psychiatric care 
in hospital, and in the community. The majority of members of prepaid medical 
insurance plans are restricted as to the type and amount of psychiatrists’ care for 
which they are eligible. Submissions to the Royal Commission on Health 
Services from organizations in all provinces referred to the delays involved in 
obtaining psychiatric consultation from private psychiatrists or public clinics.56 


Acceptability 


Less than one-fifth of first admissions to mental hospitals were admitted 
on a voluntary basis.5” 


Treatment Based on Diagnosis and not Symptoms 


It is evident that patients with psychiatric illnesses are frequently handled 
on a symptomatic basis and that there is insufficient provision by prepaid 
medical insurance plans for alternative methods of care by family physicians. 


Comprehensive Range of Services 


The majority of hospitalized patients remain in isolated mental hospitals. 
Few Canadian communities provide a comprehensive spectrum of services for a 
patient through all stages of his illness, or for various types of psychiatric 
disability. 


Continuity of Care 


This is limited by the deficiencies in geographical and financial availability, 
and the lack of comprehensive services. 


Needs for Psychiatric Services 


Programmes for psychiatric care should be developed on the basis of 
existing needs and current concepts. Expansion of the present system of mental 
hospitals will be expensive and futile because the system is obsolete and 
harmful. Psychiatric treatment should be fully integrated with medicine, and 
priority given to the development of comprehensive community services, so 


5 Dearing, W. P., Quality of medical care, Calif. Med. 98:331-335, 1963. 


The waiting period for out-patient consultation is a major indicator of the availability of 
medical services. 

“As for how medical needs in a community are being satisfied by the existing facilities, even 
the average waiting period for admission is not the most useful guide. From everybody’s point of 
view the really important factor is the waiting period for outpatient consultation—the sooner the 
consultant can see the patient the greater the possibilities of varying the pattern of treatment; it 
may still be possible to deal with the case without in-patient care. In many cases a long period of 
waiting for consultation makes in-patient admission inevitable.”’ 

Forsyth, G., and Logan, R.F.L., The Demand for Medical Care, published for the Nuffield 
Provincial Hospitals Trust by the Oxford University Press, 1960. 


sv“... Future legislation should encourage the development of mental health services, rather 
than hospitalization of the unwilling patient; if services improved, the occasions for compulsion 
would be fewer.’” World Health Organization, WHO and Mental Health 1949-1961, Geneva: The 
Organization, 1962. 
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integrated. Hospital and ambulant care should be provided in a manner 
equivalent to that for any other types of illness. In-patient services should be 
centred about psychiatric divisions of general hospitals and related to psychia- 
trists in clinics or private practice. Preventive activities should be emphasized,°8 
as well as the training of family physicians in the early recognition and 
appropriate treatment of psychiatric disorders. The population of long-stay 
patients retained in institutions require review of their treatment needs, the 
application of existing methods of rehabilitation, and the development of new 
approaches of care. 


Evaluation of all aspects of psychiatric services is essential. Personnel 
trained in the development and application of appropriate methods of evaluation 
are needed at various local, provincial, and national levels of organization. All 
requests for financing psychiatric services should be accompanied by clear 
statements of their objectives and criteria by which their effectiveness and 
efficiency might be assessed. Evaluation should be regarded as an integral fea- 
ture of any new or continuing programme but should be provided by impartial 
persons or groups separate from those involved in service. Application of the 
findings of such evaluation is essential and would serve as one criterion of the 
effectiveness of the evaluation process itself. 


In addition, a national non-governmental agency is required which should be 
concerned with evaluation relating to any aspect of health services, including the 
mental health services. This national non-partisan agency should be so organized 
that it has adequate financial continuity, can provide and publish objective 
statements and is not subject to particular professional or governmental bias. Its 
functions should include not only development and application of methods, but 
also consultation and direction of specific studies. Personnel and activities should 
represent suitable, diverse disciplines, whose services should be available to all 
levels of government, agencies and organizations. There should be adequate 
provision for utilizing and retaining the services of both full- and part-time 
personnel. 


58See Appendix 1-6. 
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NATIONAL STATISTICS ON PSYCHIATRIC CARE 


CHAPTER 2 


THE ROLE OF DOMINION 
BUREAU OF STATISTICS 


“Few persons, I believe, who are practically acquainted with the subject, are quite 
satisfied with the present methods of reporting the results of management in hospitals 
for the insane, or are prepared to yield entire confidence in the general conclusions to 
which they lead. Certainly the wish has often been expressed that greater uniformity 
were observed in those methods, and that certain conditions and events connected 
with the subject, were more accurately defined. General rules and principles that are 
fairly drawn from observations, have always been regarded as preeminently safe, and 
this strict by-induction method of inquiring is now universally considered as the most 
effectual means of arriving at the truth. It would seem as if results like these could 
not be otherwise than correct, because they are but the general expression of the 
facts themselves. It is this very appearance of certainty which sometimes, as in the 
present case, blends into the actual fallacy, and we go on accumulating and hugging 
our treasures of knowledge as we fancy them, until we find at last that we have been 
ingeniously deceiving ourselves with an empty show, while the substance has 
completely escaped us. 

“It is a simple thing, no doubt, to add, and subtract, and divide columns of figures 
which patient industry alone was needed to collect. But statistics implies something 
more than a process in arithmetic. It is a profound, philosophical analysis of materials 
carefully and copiously collected, and chosen with an enlightened confidence in their 
fitness for the purpose in question.” 


Introduction 


Various aspects of the national statistics on psychiatric care prepared by 
Dominion Bureau of Statistics are described in Part II. In addition to analyses of 
the statistics which are available, close scrutiny is made of areas and problems 
for which additional types of data and analysis are essential. The present and 
possible functions of Dominion Bureau of Statistics are discussed in this chapter. 


Historical Development of Canadian Statistics 


Statistics on mental illness in Canada have been published for many years. 
In the 1851-52 Census of the Canadas Sir John Sinclair’s definition of statistics 


is quoted: ? 
“'..an enquiry into the state of a Country, for the purpose of ascertaining the 


quantum of happiness enjoyed by its inhabitants, and the means of its future 
improvement”. 


Ray, I., The statistics of insane hospitals, Am. J. Insan. 6:23-52, 1849, reprinted in Ment. 
Hosps. 6(5):5-6, 1955. 


2Canada, Board of Registration and Statistics, First Report of the Secretary of the Board of 
Registration and Statistics on the Census of the Canadas for 1851-52, Quebec: John Lovell, 1853, 
p. XXXIX. 
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Specific reference was made to statistics on 


“| Diseases, Deafness, Blindness, Lunacy, Death and its causes; all these in their 
varied phases and their varied influence upon society and self, open a wide field for 
scientific enquiry and valuable inferences to conduce to the increased knowledge and 
amelioration of mankind”’. 


This 1851-52 Census contained tabulations of the residence, number, and 
sex of “lunatics” in the general population as well as lists of the demographic 
characteristics for individual patients in the Asylums at Toronto and 
Quebec.? The “nature of the malady’? and “supposed cause of insanity” were 
listed for the Toronto patients, e.g., “seduction”, “intemperance”, “religion”, 
“political trouble”, “fall from a horse”. The Quebec physicians were more 
circumspect and noted that the nature of the malady was extremely various even 
in the same individual at different times, and that some of the idiotic “have 
become so from long continued confinement”. 


TABLE 2-1 
NUMBER OF “‘LUNATICS”’, UPPER AND LOWER CANADA, 1851-52 


Upper Canada Lower Canada 


Females Females 


Total population (thousands) «....-..esee- 


Total number of ‘‘lunatics’’ ....----«- coeee 842 
Number in asylume--cecscoeccccscscccsces 73 
Number outside asylum -c-cecccecesceces 769 


Source: Census of the Canadas, 1851-52, op. cit. 


The ratio of hospitalized patients was higher in Upper Canada than Lower 
Canada. In Upper Canada, the rate for the population aged 20-59 was 67 per 
100,000 for males and 72 per 100,000 for females. On the other hand, a higher 


number and ratio of non-hospitalized “lunatics” were reported from Lower 
Canada. 


One hundred years previously, there were more patients entering than 
leaving mental hospitals. 


TABLE 2-2 


TABULAR STATEMENT OF THE NUMBER OF PERSONS 
ADMITTED INTO, DISCHARGED FROM, AND REMAINING IN, 
THE LUNATIC ASYLUMS OF EACH OF THE UNDERMENTIONED 
COLONIES IN 1863 


Prince 


New Brunswick Edward Island 


Admitted icvetersisletere.« aieierels ste 379 47 
Dischiarvedarc. <tc s/s siete theres 
INGMainin mire lcyereielcre sce saad 


Source: Monro, A., History, Geography, and Statistics of British North America, 
Montreal: John Lovell, 1964, p. 300. 


8’This 1851-52 Census precedes the 1871 Census to which Dominion Bureau of Statistics has 
attributed the first Canadian Census study regarding the insane and feeble-minded. Dominion 
Bureau of Statistics, Census of Canada, 1931, Vol. IX, Ottawa: King’s Printer, 1935, p. 113. 
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National Censuses between 1871 and 1921 continued to enumerate the 
“insane and feebleminded” in Canada.4 In 1931 a detailed census of mental 
institutions was undertaken with the objective of providing information which 
would assist administrative decisions. 


“The purpose of the census for institutions is not merely to ascertain the number of 
men, women and children committed to institutions but to obtain facts regarding the 
characteristics of the inmates, causes of commitment and such other information as is 
necessary for an analysis of the social problems involved—the whole as indicating 
practical means of reducing the number of inmates and of promoting efficiency and 
economy in management.’’ 


In 1932, this system was placed on an annual basis. 


“The Bureau undertook to publish an annual report on the mental institutions 
operating in Canada, based on data compiled from two types of return—a schedule 
completed and submitted yearly by each institution and an individual reporting card 
on each patient, prepared at the time of admission, transfer, discharge or death. 

“Few changes have since been made in the basic methods of collecting the source 
data, although improvements have been introduced from time to time in simplifying 
the reporting documents, eliminating unnecessary questions, extending the coverage, 
and consolidating the liaison with provincial health departments and institutions. In 
recent years supplementary schedules have been designed for mental health clinics 
and out-patient services, and the individual card system has been broadened to 
include psychiatric units in general hospitals.6:7 


In 1952, the Dominion Bureau of Statistics began to collate the various 
reports of admissions and separations to produce a census of patients remaining 
on books of institutions at the end of the year. By 1959, information for patients 
under care at the end of 1955 had been transferred to punch-cards. For 1955 and 
subsequent years annual reports on Patients in Institutions were published as a 
supplement to the data on patient movement contained in Mental Health 
Statistics. 


Responsibility and Objectives for a National System of Statistics on 
Mental IIIness 


The responsibility and methods for collecting national statistics were 
described by the Dominion Bureau of Statistics in this manner.® 


“Canada’s ‘Constitution’ the British North America Act, allocates responsibility for 
‘the census and statistics’ to the federal government in setting out the division of 
governmental jurisdiction between the Dominion and the Provinces. 

“In the field of health, including the special area of mental illness the events and 
situations being measured are in the main the constitutional concern of the 10 
provincial governments rather than of the federal government. Accordingly, the 
source data are collected and compiled within the frame work of working arrange- 
ments between the Bureau and Provincial Health Departments.” 


4Dominion Bureau of Statistics, Census of Canada, 1931, ibid. 
PTO¢Gs. ViOla Exe Dae ot Le 


® Dominion Bureau of Statistics, Health and Welfare Division, Mental Statistics Handbook, 
2nd edition, Ottawa: Queen’s Printer, 1954, p. 7. 


7Copies of the schedules and morbidity cards employed in 1954 are found in Appendices 2-1 to 
2-4. 


sDominion Bureau of Statistics, Mental Statistics Handbook, 2nd Edition, op. Cit pe 
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The purpose of this national system was to make available reliable 
statistical information on four main aspects of mental illness:? 


—the amount, nature and utilization of hospital accommodation and 
facilities available for treatment of the mentally ill, 

—the operating costs, revenues and financial condition of mental hospitals, 

—the incidence and nature of hospitalized mental illness and the 
characteristics of patients, 

—the nature, duration and results of hospital treatment. 


The statistical system was described as being “tuned to current needs”. 
Although it was emphasized that the contents of reporting forms were predomi- 
nantly determined by “the requirements of consumers of the data, primarily 
professional health personnel concerned with various aspects of mental illness”! 
expediency produced some compromises. 


“The requirement factor must, however, be influenced strongly by expediency. The 
answers to many questions which might be asked are either not available or would be 
subject to considerable bias and must therefore be excluded in the interests of 
limiting the returns to data which can be expected to be provided with reasonable 
completeness and accuracy....The net result sought is this compromise between these 
factors, worded and arranged so as to cause a minimum of inconvenience in 
completion while affording maximum facility for tabulation.’’!1 


The Dominion Bureau of Statistics recognized that reliable statistics were 
indispensable for planning bed accommodation, for providing specialized treat- 
ment services, for sound hospital administration and financing, for initiation of 
preventive measures and for a wide range of similar practical problems.!” It was 
stated that “Canada now takes second place to no other country in the 
comprehensiveness and reliability of its mental health statistics”.13 


Extent to which Objectives of Dominion Bureau of Statistics are Attained 


Between 1932 and 1960 the nature and extent of psychiatric services 
changed. The current publications by Dominion Bureau of Statistics are 
insufficiently tuned to providing the information necessary for planning bed 
accommodation, for providing specialized treatment services or for initiating 
preventive measures. 


Although the statistics may be comprehensive, they do not provide sufficient 
information for research, evaluation or planning.14 Many of the tabulations are 
not appropriate for historical comparisons because of changes in the composi- 
tion and extent of reporting institutions, changes in the characteristics of 
patients, and variations in the definition of first admission. It is not feasible to 


*TIbid., p. 8. 
10Tbid, 


UTbid., p. 9. 
2 Ibid., p. 10. 


13 Idem. 


14The reliability of a number is different than the validity of the index. With the 1953 Mental 
Health Statistics, a note was distributed stating “Due to a clerical error nct discovered before 
printing, readmissions in Alberta have been overstated by one patient in Table 47. This error 
affects such figures as total admissions, etc., for Alberta and Canada in several other tables, but 
has no significant effect on any rates.” 
Despite correction, the index still did not adequately reflect the number of admissions who 
had been previously hospitalized. due to wide variation in the definition of first admission. 
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evaluate the nature, duration and results of hospital treatment for homo- 
geneous groups of patients, or to determine their longitudinal history through 
subsequent hospitalizations. 


In subsequent chapters considerable attention is directed towards defects in 
current national statistics.15 In some areas, an attempt has been made to propose 
alternatives. It is hoped that the proposed alternatives are not equivalent to 
picking the pocket of one knocked down by an automobile, as described by 
Mencken.!® 


Analysis and Interpretation of Statistics on Mental IIIness 


“Collecting statistics is like collecting garbage and night-soil; once collected something 
must be done with them.’!7 


Although there is considerable current interest in the analysis of statistics 
on mental illness, descriptions of many of the methods and principles of 
statistical analysis had been published in the previous century.!*!9 It is neces- 
sary to apply these methods of analysis, or to supply the basic tabulations upon 
which these analyses may be made. Either of these ends are achieved by 
appropriate collaboration among the groups: ?° 

—supplying the basic data, 

—tabulating and analysing the data, 

—utilizing the information?! for the study, evaluation and planning of 
psychiatric services. 


The collection, tabulation, analysis and interpretation of statistics on mental 
illness should adhere to the following criteria proposed for service statistics in 
public health:?? 


—should be not only useful but actually used, 

—should be valid, 

—should be significant for the purpose it is supposed to serve, 
—should be readily available, 

—should justify the time and expense involved in its collection. 


rt eee 


15“Tt is frequently easy to exhibit some figures which, though not really to the point, will 
nevertheless serve to impress an uncritical public, and the temptation may be great to give them, 
at least by implication, an unduly favourable interpretation. It is more difficult and more tedious 
to present the full argument, based on all the facts, and it is perhaps a little humiliating to 
admit that the statistical evidence is deficient because we have failed to collect it; but to do 
this is not only more scientific, it is in the end more convincing, and after all there is no free 
choice, because it is the only honest method, whether it be convenient or not. Finally, it is the 
only way of progress, for the first step towards collecting better evidence is to recognize 
the deficiencies of that which is at hand.” Frost, W. H., Rendering account in public health, 
Am. J.publ. Hith. 15:394-398, 1925. 


16 Mencken, H. L., The cult of hope, in Prejudices—Selection made by James T. Farrell and 
with an introduction by him, New York: Vintage Books, 1959, pp. 84-85. 


17 Aphorism. 
18 Farr, W., Report upon the mortality of lunatics, Jl. R. statist. Soc. 4:17-33, 1841. 


1°Thurnam, J., Observations and Essays on the Statistics of Insanity; to which are added the 
Statistics of the Retreat, near York, London: Gilpin and Hutton, 1845. 


2Within each of these three groups different types of organization, profession, and interest are 
encompassed. 


21Data becomes information through the processes of analysis and interpretation. 


22Report of the Working Group on Service Programmes, Publ. Hlth. Rep., Wash. 71:521-524, 
1956. 
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In order to fulfil the above criteria much further collaboration is required 
among the various levels of organization involved, the diverse professions 
concerned, and the individuals or organizations interested in using the material. 
It is essential that appropriate analyses and interpretations accompany the 
published data. This requires personnel highly skilled in the area of mental 
health statistics. 


“Analysts using statistics must be familiar with sources, definitions, and methods of 
collection in order to use and interpret the data intelligently. By the same token, 
in order to provide meaningful statistics which are appropriately reliable to serve the 
purpose for which they are intended, the statistician must have a_ thorough 
understanding of the uses made of the statistics which he produces. Unless those who 
collect and prepare the statistics understand how the data are used, there are dangers 
that the statistical series will degenerate into meaningless numbers or be refined to an 
unnecessary degree of accuracy. 

“Participation by people familiar with the details of collection in the analysis and 
interpretation of the data is the best way to avoid this. Resources of statistical 
agencies should be sufficient to provide some staff, close to but not completely 
preoccupied with operations, who would be able to evaluate and analyse the data and 
to plan and adapt survey procedures in keeping with uses of the data.”23 


Training, Employment, and Retention of Statisticians at the National Level 


It is recognized that experience with the data in a given field is essential in 
order to avoid perils of statistically valid, but substantively meaningless 
analyses.”4 The individual responsible for supervising continuing programmes for 
the collection, compilation, analysis and interpretation of national records in the 
area of mental illness should have an advanced degree in Public Health 
Statistics, appropriate experience, and demonstrated record of professional 
achievement. In addition, the individual supervising a programme in mental 
health statistics should have a sufficient number of personnel who have re- 
ceived field training carefully planned and supervised and under the joint 
sponsorship of an academic institution and a health agency.” 


Increased encouragement and financial assistance are required for the 
training, employment and retention of such personnel in Canada. During the first 
13 years of the National Health Grants Programme, 7 bursaries were supplied 
through the Professional Training Grant for statisticians,2® and 24 attendances 
at short courses.*7 During the year ending June 1962, 24 biostatisticians were 
graduated from all Schools of Public Health in the U.S. and Canada. No 
Canadian statisticians were recorded as graduating.?§ 


Suitable personnel should be assured of career opportunities within the area 
of mental health statistics, so that it is not necessary to enter another area of 


“United States Office of Statistical Standards, Bureau of the Budget, A Federal Statistics 
Program for the 1960’s: a study prepared for the Sub-Committee on Economic Statistics of the 


Joint Economic Committee, Congress of the United States, October 15, 1962, Washington: United 
States Government Printing Office, 1962, p. 69. 


**American Public Health Association, Committee on Professional Education in the Health 
Services, Educational qualifications of statisticians, Am. J. publ. Hith. 53:88-96, 1963. 


2Tbid. 
*®This refers to statisticians in any health field. 
** Department of National Health and Welfare, National Health Grants, 1948-1961, op. cit., p. 23. 


ii Troupin, J. L. Schools of Public Health in the United States and Canada, for the year 
ending June 1962, dupl., New York: American Public Health Association, Inc., p. 23. 
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health statistics (or to leave Canada) in order to reap the rewards of increasing 
professional competence. Opportunities for extensive consultation with other 
professionals in the area of psychiatric statistics and association with community 
and provincial programmes are required for the statistician to become attuned 
with the needs of users. 


Essentials for a National Statistical System 


A national statistical system should provide comprehensive, reliable and 
valid information for various types of psychiatric patients, institutions and 
services. The information system must yield useful comparisons between differ- 
ent types of institutions, between provinces, and indicate historical trends. 
National statistics cannot be more reliable, valid, or useful than the data supplied 
by the source. 


Although there are considerable administrative and geographic difficulties in 
lines of communication it is necessary to strengthen statistical systems at 
community and provincial levels. Should this not be regarded as an appropriate 
function for the Dominion Bureau of Statistics, it must be undertaken by some 
other agency. With the advancement of local and provincial systems, the further 
improvement and extension of a national statistical system can be continued by 
Dominion Bureau of Statistics. The criterion of the effectiveness of any revision 
in the system for national statistics on mental illness will be the usefulness of 
future statistical material. 


Each of the provincial Mental Health Divisions publishes annual statistical 
reports, most of which are unsuitable for assessing the nature, extent and 
duration of psychiatric care. Active, continuous collaboration in the areas of 
objectives, standardized definitions, useful analyses, and the non-duplication of 
statistical compilations is required at provincial and national levels. In the 
establishment of basic definitions and minimum uniform tabulations, suppliers 
and users of statistical material other than provincial Mental Health Divisions 
should be involved. 


Further co-operation between Dominion Bureau of Statistics and provincial 
Mental Health Divisions could enable the central preparation of comparable sets 
of tabulations to be used in the statistical reports of each province. In 1954, 
publication of national and provincial statistics within six months of the end of 
each year was described as an objective of both federal and provincial mental 
health authorities as well as the Bureau.?9 In view of the achievements in data 
processing over the past ten years this objective is now attainable. Statistical 
publications of national trends must be accompanied by appropriate analyses 
and interpretations, performed by Dominion Bureau of Statistics or some other 
suitable agency. 


The development of such co-ordination is difficult but necessary. The 
purpose of the Advisory Committee on Mental Health has been described as 
improvement of the collection of mental health statistics and the facilitation of 
co-operation between federal, provincial, and other organizations.®° It would 


2Dominion Bureau of Statistics, Mental Statistics Handbook, 2nd edition, op. cit., p. 10. 


%Taylor, K. W., Co-ordination in administration, in Hodgetts, J. E. and Corbett, D. GC: 
Editors), Canadian Public Administration, Toronto: The Macmillan Company, 1960, pp. 145-164. 
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seem essential for the Advisory Committee on Mental Health to give high 
priority to the development of the highest standard of national statistics on 
psychiatric care.*1 


National Significance of Local Studies 


In addition to extensive studies of national or provincial problems more 
intensive studies of local regions or specific questions are required. These studies 
should be designed and undertaken in collaboration by Dominion Bureau of 
Statistics and appropriate professionals. With suitable co-ordination these cen- 
tral and peripheral programmes can effectively reinforce one another, without 
duplication. 


The need for complementary central and community statistical activities in 
the United States has been emphasized by Kramer.*? The data being collected at 
the national level are considered most useful in providing gross indicators of 
successes as well as failures in control and preventive programmes, of technics of 
uncertain value that need further evaluation, major problems that have to be 
attacked in different geographic sections of the country and in various sub-groups 
of the population, and some basis for anticipating future needs for personnel and 
services. Other types of statistical programmes are needed to solve problems 
resulting from the health, social, educational, economic, and cultural characteris- 
tics of particular communities and evaluation of the programme activities of local 
agencies. Such intensive studies can provide facts and knowledge helpful not 
only locally but to those who, at the central level, are attempting to gain a better 
understanding of the consequences of various mental health activities through- 
out the nation. 


Need for Longitudinal Studies 


The need for longitudinal studies of the nature and duration of illness and 
the results of care was recognized over 100 years ago: 


“Yet what we require from a correct system of asylum statistics may be readily 
stated. We seek the numerical history of each 100 cases of insanity traced from the 
day when the disease first shewed itself, to its resolution in recovery or death. We 
want to know ...its history, progress, with the influence of age, sex, occupation, social 
relations on the incubation, progress and result of the disease. We want, in fact, 
scientific, statistical record of the entrance, life and death of every inmate, which, at 
the end of each year may then, from the several reports be amassed and grouped into 
nae hasnt and accurate, pregnant with information of the history of mental 
isease.”’33 


Current advances in psychiatric care are associated with increased move- 
ment of patients between institutions and the community. Longitudinal studies 


*1The duties of the Advisory Committee on Mental Health were originally stated as: 
. shall facilitate co-operation between the Mental Health Division and the provincial mental 
health services with a view to the exchange of information, the co-ordination of effort and 
activities in order to insure the existence and maintenance of the highest standard of mental 
health services and procedures”. 

Order in Council P.C., 118/3465 dated August 27, 1947, cited in Department of National Health 
and Welfare, Mental Health Services in Canada, op. cit., p. 36. 


se 


32 j 
Kramer, M., et al., National approach to the evaluation of community mental health programs, 
Am. J. publ. Hlth. 51:969-979, 1961. 


**Robertson, C. L., Suggestions towards a uniform system of asylum statistics, with tabular 
forms, J. ment. Sci. 7:195-211, 1861. 
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of individual patients are needed to describe and evaluate this history of hospital 
care. Such longitudinal studies for British Columbia and Saskatchewan are 
described in Part III and are feasible on a protracted basis.3* The development 
and expansion of continuing programmes for longitudinal studies on local and 
provincial levels is required in Canada. 


Conclusions 


(i) Statistics on mental illnesses are essential for the evaluation and 
planning of present and future psychiatric services as well as for research. Any 
national system of statistics is affected by the quality of the data provided, the 
usefulness of the tabulations produced, the nature of the accompanying inter- 
pretations, and the time-lag before publication. These factors will determine 
the extent to which the statistics may actually be employed in evaluation and 
programme planning. 


(ii) The present system of Dominion Bureau of Statistics does not fulfil 
these purposes. Major revision of the system is required to provide reliable, valid 
and useful statistics. Pertinent analyses and interpretations of national statistics 
on mental illness are deficient, and must be provided in future by Dominion 
Bureau of Statistics or some other suitable agency. The policies and practices 
regarding the training and retention of personnel dealing with mental health 
statistics should be revised and provision made for continuous, close consultation 
and collaboration with appropriate personnel in national and provincial Mental 
Health Divisions, universities, and other organizations. 


(iii) In addition to increased collaboration between Dominion Bureau of 
Statistics and users and suppliers of statistics, there is need for co-operation in 
the development of appropriate studies of local areas, and longitudinal studies of 
patients. 


3’The feasibility of larger longitudinal studies has been demonstrated for England and Wales. 
Brooke, Eileen M., A Longitudinal study of patients first admitted to mental hospitals, Proc. 
roy. Soc. Med. 52:280-283, 1959. 
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CHAPTER 3 


CHANGES IN PSYCHIATRIC CARE 
AND ACCOMMODATION, 1932-1960 


Introduction 


This chapter is intended to outline some of the changes in size and occupancy 
of psychiatric institutions during the period 1932-1960. This brief review is 
designed to provide some background for the description of directions in which 
hospital care for psychiatric illnesses has taken and for the delineation of areas in 
which further information and evaluation are required. 


During the period 1932-1960, marked changes occurred in the availability 
and results of psychiatric treatment and public attitudes toward psychiatric 
illness. Concomitantly there were also changes in the 


—spectrum of illnesses admitted to hospital;! 

—types of care available to groups of different socio-economic status; 

—objectives of hospital admission, and hospital care, and the criteria 
for discharge; 

—availability of alternatives to hospital care; and 

—number and qualifications of personnel. 


Hospital Care in the 1930's 


In the earlier years the provincially operated mental hospitals were the 
major site of care for psychiatric illnesses requiring treatment. The need for 
psychiatric resources outside mental hospitals was long-recognized for the 
treatment of “early cases’, and after-care of former patients; as well as for 
prevention of mental illness and promotion of mental health. 


Despite the recognition of such needs there were relatively few facilities for 
out-patient care. There were few psychiatric clinics, psychiatrists in private 
practice, or psychiatric consultants to health, education, welfare, and correction 
agencies in the community. Generally, mental institutions in the nineteen-thir- 
ties were: relatively large; not located in centres of population;? segregated from 
other types of health and social services, and supported at minimum cost. Within 


1Little is known of changes in the severity of symptoms or degree of disturbance; or changes 
in diagnostic usage. 


2In 1931, 0.57 acres of land per patient were owned by mental institutions, and $26 of garden 
produce were raised per patient. Dominion Bureau of Statistics, Census of Canada, 1931, Vol. IX. 
Op. cit.,.p. 191. 
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the institutions, knowledge of the effectiveness of the social environment in 
psychiatric care was not generally utilized. 


The hospital reports of the early nineteen-thirties persistently described 
problems in the: 


location and physical structure of the institution; 
retention of “devoted”’ staff; 
low ratios of personnel to patients; 
establishment and maintenance of minimum recreational 
and social activities for patients; 
isolation from the local community; 
provision of “routine” medical care; 
institution of early treatment prior to the stage of severe illness; 
prescription of adequate after-care for discharged patients; 
development of alternative resources for the “socially rejected 
and misfit’; 
accumulation of “chronic”? patients for whom mental hospital care 
was no longer essential, but for whom no other resources were 
available. 


Psychiatric Care in 1948 


Psychiatric care in 1948 was described by the Department of National 
Health and Welfare in this manner: 
“It would be shocking to hear a mental patient of 1948 speak to us from that time. 
The public regarded mental illness for the most part as a disgrace. The popular 
reaction was rejection of the mental patient, often isolating him to a far-away 
institution and then denying more than minimum responsibility for his plight. 
“Community treatment was mostly unavailable. It was the day of the “snake pit” 
mental hospital—bars, locks, restraints, “herding” and all the rest. 
“Prior to 1948 almost all treatment of severely ill psychiatric patients was con- 
ducted in provincial mental hospitals, often located in isolated areas. Patients were 
admitted by legal process and retained in locked wards. Because of under-staffing and 
overcrowding, the emphasis was on custody rather than therapy. Patients and their 
relatives used the hospital only as a last resort. Mental illness evoked feelings of 
shame and hopelessness in the families of the mentally ill; many were encouraged to 
forget the patient following his admission. 
“Provisions for emergency treatment of incipient mental illness, acute psychosis, 
emotional disturbance and behaviour problems in children were almost completely 
lacking. There were few mental health clinics or psychiatric units in general 
hospitals, and the only day hospital in operation was at the Allan Memorial Institute 
of Psychiatry, Montreal. 
“Under such conditions the difficulties and problems confronting health authorities 
were many. In the larger centers patients might receive out-patient treatment, but the 
concept of co-operation with agencies responsible for providing financial support and 
counselling to patients and their families had not been accepted. Therefore, treatment 
and welfare services often worked at cross purposes or were unaware of each other’s 
activities. 
“Hospital admission was achieved painfully, often through co-operation of the police. 
The patient then “disappeared”, inasmuch as it was hard for agencies to obtain 
follow-up information. 
“Upon his return to the community, the discharged patient often experienced 


considerable hardship since his vocational and social adjustment had received scant 
attention. 


‘Richman, A., and Abbey, Helen. Mental hospital results: Nineteenth and twentieth century 
comparisons in Proceedings of Third World Congress of Psychiatry, Montreal 1961, University of 
Toronto Press, 1963, pp. 763-768. 
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“Voluntary agencies, such as the Canadian Mental Health Association, were beginning 
to direct their efforts toward the improvement of physical plant and personnel in 
mental hospitals. Volunteer programmes for hospitalized patients were then virtually 
unknown and, even when available, were not always welcomed by the hospital. 
“About this time the Department of Veterans Affairs established psychiatric units in 
its hospitals. These units were unlocked and staffed with trained personnel from the 
essential disciplines. There came to be a limit on the length of time a patient might 
remain before transfer to a provincial mental hospital; and there was available 
emergency and continuing treatment for acutely ill patients who might otherwise 
have been admitted to a mental hospital following a waiting period in the local jail. 
“Not all provinces had specifically designated mental health divisions within their 
health departments, but most had a chief psychiatrist. Other specialties such as 
psychology, psychiatric nursing, social work and occupational therapy were rare at 
the provincial level. 

“Services for the mentally retarded consisted mainly of provincial hospital training 
schools in some, but not all, provinces. These were overcrowded, understaffed and had 
long waiting lists. In the larger centers auxiliary classes for retarded children with an 
I.Q. of 50 or over were available but the child below an I.Q. of 50 received little 
training if he were at home. 

“For the mentally ill child there were a few child guidance clinics but no residential 
treatment centers.’’4 


Standard Bed Capacity 


Definition 


Standard bed capacity signifies the maximum number of patients which an 
institution “should”? accommodate. Standards exist of the minimum amount of 
space required for patients receiving various types of care. This area includes 
space for both the bed and recreational needs of the patient. The current 
minimum requirement, for patients receiving “‘continuous care” is 50 square feet 
in ward accommodation, or 80 square feet for single rooms; plus an additional 50 
square feet of day room space.® 


Significance 


Standard bed capacity denotes the maximum number of patients to be 
accommodated in an institution allocating minimum space. Between 1932 and 
1960 there were variations in the area regarded as minimum, in criteria of 
building obsolescence, and in the method of estimating the area for patient 
accommodation—“‘corridor space does not count unless it is an integral part of the 
sleeping or day space’’.® Provincial and national data are also affected by the 
extent to which institutions report, and the conversion of other health facilities 
for psychiatric care. 


The amount of accommodation provided is not necessarily related to the 
incidence of illness, frequency of admission or the duration of hospital care. 
Furthermore, bed capacity is not an index of the accommodation available for 
the admission or care of new patients, since the extent of overcrowding varies 
and institutions contain patients of various lengths of stay and therefore different 
potentials for discharge. Provinces with similar ratios of public mental hospital 


4Department of National Health and Welfare, National Health Grants, 1948-1961, op. Cit... PD: 
134-135. 


5Dominion Bureau of Statistics, Mental Statistics Handbook, 2nd edition, op. cit., p. 14. In the. 
first edition (1954, p. 14) of the Handbook the ‘“‘standard’’ was 100 square feet in single rooms. 


SIbid. 
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accommodation to population may differ in the distribution of the length of stay 
of hospitalized patients, and therefore in the ratio of potential accommodation for 
new admissions. 


TABLE 3-1 


MENTAL HOSPITALS, BED CAPACITY AND PATIENTS ON BOOKS 
UNDER TWO YEARS, CANADA AND PROVINCES, DECEMBER 31, 1960 


Patients on Books under Two Years 


Bed Capacity 2 Percentage of 
Province per 100,000 SOS 2 all Patients 
Population Number 100,000 pe Aa oie 
Population all Institutions 
GANADA ROR ee Foe, dels 265 17,914 100.2 30.5 
Newfoundland, ,......... 186 310 69.2 33.4 
Prince Edward Island.... 366 233 220.2 49.4 
Nova'Seotia i 21 FR , sar 636 87.4 59.7 
New Brunswick......... 226 704 119.5 Slo 
Quebec Sas... ADS LO. GG oe 335 6,162 119.8 30.0 
Onitario ... +. Wiateus :sNeke eae 242 6,180 101.1 Silas 
Nani toloa atetcreterelelelevuelete = 260 728 80.4 23.8 
Saskatehewan....<.. «+ << 226 889 DIL Se ASP 
IDG ni alramete ores usr slebercionens A 226 992 76.8 31.6 
British Columbia..... eons 180 1,080 67.4 25.9 


1Incomplete reporting from county and municipal institutions. 
Source: Data derived from special tabulations provided by Dominion Bureau of Statistics, 1962. 


Trends is Standard Bed Capacity 


Between 1932 and 1960 the reported bed capacity increased from 32,951 to 
64,519.” In relation to the size of the population, this represented a change from 
314 to 361 per 100,000 population. Additional accommodation for 1,653 patients 
in institutions not formally reporting to Dominion Bureau of Statistics increased 
the total bed capacity to 66,172 for 1960.8 


The ratio of accommodation varied among the different provinces. With a 
national ratio of 372 beds per 100,000 population in 1960, the provinces ranged 
from 183 beds per 100,000 population in Newfoundland to 422 beds per 100,000 
population in Alberta.® 


Various discrepancies regarding bed capacity occur in the text of Dominion 
Bureau of Statistics publications. For 1960 there was a difference of 1,653 
between the total bed capacity of 66,172!° and the reported capacity of 64,519. 
This apparently represents the bed capacity of institutions not formally report- 
ing to the Dominion Bureau of Statistics. 


™TDominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 43. 
SIbid., p. 42. 


®*The reason for variation of some 1960 ratios from those published by Dominion Bureau of 
Statistics is because of revised estimates of population for 1960. See Appendix 3-1. 


*?Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 42. 
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TABLE 3-2 


REPORTED BED CAPACITY 1932, 
TOTAL BED CAPACITY 1960, NUMBER AND RATIO PER 100,000 POPULATION, 
ALL PSYCHIATRIC INSTITUTIONS, CANADA AND PROVINCES 


Reported 
aes Ratio per Totat Ratio per 
oe 100,000 Bed 100,000 
Capacity Se Capacity o 


CANAD AS ec crste cFoudevcs, sete ete 372 
Newfoundland... .i. 55.6% << 183 
Prince Edward Island...... 377 366 
INOV. ARS COtar ee yore dienes 2,719 376 
New Brunswick wy. .....« cn.« ee 1,394 232 
Quebee seme tek oi as oh 8,875 20,766 407 
OER SO, adv ainice ayo: es 5..55.0°b5% 11,666 21,679 356 
Manito. | eon, Reece, ole, 0s 04.5 3,562 396 
Saskatchewan ooo 6 sicusssusiecesece 3,191 Sys) 
AIDEctatynmmenaetiets c cists e coclsle 5,408 422 
British Columbiag 68. o. +. 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, Ottawa: Queen’s Printer, 
1962, pp. 42-43. 


“The total psychiatric-bed capacity of institutions that did not report in any 
form was 1,118...’11 The text adds that non-reporting institutions with a bed 
capacity greater than nine are listed in the Directory of the Report. This 
Directory lists 30 institutions (of 10 or more beds) with a total bed capacity of 
1,456 which “Did not report in any form for 1960.” 


Another discrepancy occurred for public mental hospitals in New Brunswick 
which were variously assigned a bed capacity of 1,331 on page 36, and 1,950 on 
page 152 of Mental Health Statistics, 1960. 


Provincial Differences in Type of Accommodation, 1960 


The type of in-patient accommodation varies considerably from province to 
province.!? In some provinces the only facilities are public mental hospitals. 


ES farts leew on ale 
2 Tbid., pp. 152-154. 


18The responsibility for hospital services, other than marine hospitals, had been assigned to the 
provinces in the British North America Act, 1867, Sect. 92, ss 7: ‘“...the establishment, 
maintenance and management of hospitals, asylums, charities and eleemosynary institutions in 
and for the provinces other than marine hospitals.’’ In 1906 federal control for all cases of leprosy 
in Canada was formulated by an Act concerning Leprosy. 

Each province operates a mental hospital program. (In Quebec the public mental hospitals 
were operated by individual boards, but financed by the province, with the exception of an 
institution for mentally ill prisoners, Mental Health Services in Canada, p. 62.) These programs 
differ considerably in the amount expended. The 1960 per-capita expenditure on provincially 
operated institutions averaged $6.52 per Canadian, and ranged from $3.77 in Quebec to $10.39 in 
Saskatchewan. The proportion of personal income spent on operating expenditures ranged from 
0.3 per cent in Quebec to 0.7 per cent in Saskatchewan. (See Appendix 3-2A). 

Marked provincial differences also occurred in the type of program assisted by National 
Health Grant funds. During 1948-1953, such expenditures on psychiatric services in general 
hospitals and community clinics ranged provincially from zero to 33.4 per cent; research from zero 
to 13.4 per cent; and training from 4.7 per cent to 32.5 per cent (See Appendix 3-2B). During 
the first six years of the Hospital Construction Grant, all provinces but Saskatchewan provided 
additional mental hospital accommodation, while five provinces provided psychiatric beds in 
general hospitals (See Appendix 3-2C). 
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Other provinces have additional separate institutions for patients with epi- 
lepsy, mental retardation, psychoses of the senium, and disturbed children, as 
well as psychiatric hospitals, and psychiatric units of general hospitals. 


Occupancy 
Definition 


For many years mental institutions have been overcrowded. The ratio of the 
average number of hospitalized patients to the bed capacity is the measure of 
occupancy. A rate of 106 per cent indicates that, on the average, 106 patients 
occupied hospital facilities which under minimum standards should contain less 
than 100 patients.14 


Block states that occupancy is an effective quantitative measurement of use 
of existing beds but is not an indication of quality of care; the higher the occu- 
pancy the greater the indication of needs and the greater the indication that 
these needs are or are not being met.15 The level of occupancy that is desirable 
and effective from an operational point of view approximates 90 per cent for 
mental hospitals.1§ 


Trends, 1932-1960 


For well over a century the history of Canada’s mental hospitals has been 
described as a record of bed shortages both with respect to the needs of the 
general population and to overcrowding within the institutions.17 


Institutions reporting bed capacity were overcrowded by approximately 
1 per cent (N=339) in 1932, approximately 20 per cent (N=9,399) in 1951 and 
about 3 per cent (N=1,820) in 1960. This is an underestimate of overcrowding 
since it is based on the number of patients in institutions at the end of the 
year, which is lower than the average number hospitalized throughout the year. 


Overcrowding was highest during the late nineteen-forties. In 1948, data 
based on provincial health survey reports and correspondence, indicated an 
overcrowding of 28 per cent or a lack of 11,928 beds.18 By 1958 overcrowding had 
been reduced to 14 per cent, but 8,391 additional beds would be “required”’ to 
eliminate overcrowding.!9 


Canada and Provinces, 1960 


Occupancy varied provincially and in different types of institution. The 
highest degree of overcrowding occurred in public mental hospitals, which were, 
on the average, overcrowded by 5,561 patients.?° 


14 Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 31. 
15Block, L., Hospital Trends, Chicago: Hospital Topics, 1956, pp. 20-21. 
16 Ibid. 


17Department of National Health and Welfare, Mental Health Services in Canada, op. cit., p. 42, 
and Hospital Care in Canada: Recent Trends and Developments, Health Care Series, Memorandum 
No. 15, Ottawa: Queen’s Printer, 1960, p. 42. 


18Department of National Health and Welfare, Hospital Care in Canada: Recent Trends and 
Developments, op. cit., pp. 39-40. 


29 TOs, D.39. 
2Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 36. 
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TABLE 3-4 


PATIENTS IN INSTITUTIONS AND REPORTED BED CAPACITY, ALL INSTITUTIONS, 
CANADA AND PROVINCES, 1932, 1951 AND 1960 


1951 1960 


Pp . Patients in| Reported Patients in| Reported | Patients in | Reported 
eae Institutions Bed Institutions Bed Institutions Bed 
Dec. 31 Capacity Dec. 31 Capacity Dec. 31 Capacity 


GAN ADiAlsteieie eile retene 32,951 55,395 46,096 66,339 


Newfoundland...... be 698 530 928 835 
one ee ee 300 292 250 303 377 
Noveice staan 1,951 2,421 2,412 2,417 2,695 
New Brunswick..... 900 1553 1,100 1,873 1,401 
Ouébeousentinak 258 8,875 15,896 14,961 19,736! | 19,440! 
Optarious, ahiectes 11,666 18,355 | 15,090 | 22,073 | 21,295 
Seni f 2,249 3,290 2,608 3,946 3,562 

ates cs 2,450 4,593 2,926 4,427 3,273 

ome: : 1,875 3,453 2,854 4,715 5,408 

2,685 A 4,844 5,921 


11960 data for Quebec incomplete. 
Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 41, 43. 


TABLE 3-5 


PERCENTAGE OCCUPANCY,ALL PSYCHIATRIC INSTITUTIONS AND PUBLIC 
MENTAL HOSPITALS, 


CANADA AND PROVINCES, 1960 


Province All Institutions Public Mental Hospitals 


CANADA 8 vd eat cate rete Stars a teremares 
INiewroundland {cists ce ete ete 0 sievetersich ete te 


Prince Edward Island.....cceeccceee 79 
INOVAlS COED srs cte1s ee) elelelevetete’ elalevetere evs 89 
Ne@wiBrunsS Wick. os ..0t.1s0e8s ons «ale sole 140 
Oue becicraistersiorereleletele sopeketsietier ejeinateustoke 101 
QONLALIO G)s.6 6.0 < alerels ore/cjele «16: oye)6) oye) a0! 0/0 115 
WiattttODasielelare lara clatetaleielateletstete(elatenetere 120 
Saskatchewan eters e/a ciere cheleteiele sieterecels 156 
AID OTUavereicielel ele lstoleteieeleleletaleisieveretelaisre 97 
British Columbia sachets «tate cieletele olelsiele 1S 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 36. 


Accommodation and Occupancy, 1948 and 1960 


Between 1948 and 1960 bed capacity increased to a greater extent than the 


average daily population, so that occupancy decreased from 128 per cent to 105 
per cent. 
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Federal Assistance for Construction of Psychiatric 
Accommodation, 1948-1961 


Construction of 20,651 psychiatric beds was approved for assistance under 
the Federal Hospital Construction Grant between April 1, 1948, and March 31, 
1961. This figure includes beds which had been constructed as well as those for 
which assistance had been approved.?! In addition there was an unknown amount 
of accommodation which may have been added without assistance from the 
Hospital Construction Grant. 


Federal assistance under the Hospital Construction Grant was $1,500 per 
bed from 1948 to 1957, and $2,000 from 1958 on. Between 1948 and 1959 
construction costs of these beds ranged between $5,000 and $8,900 per bed, the 
median value being $6,550.22 The estimated construction cost at this median 
figure is $135 million.?3 


There have been considerable variations in the type of accommodation 
which was assisted. Between 1948 and 1954, 6,507 beds were added to institutions 
for mentally retarded, while 374 beds were added in the period 1954 to 1959. 
Mental hospital construction increased from 4,779 during 1948-1954 to 7,365 
during 1954-1959. In contrast to the construction of 19,025 beds in mental 
hospitals and institutions for the mentally retarded, assistance was given to 988 
beds in general hospitals and all other types of facility. 


TABLE 3-7 


ADDITIONAL HOSPITAL ACCOMMODATION FOR PSYCHIATRIC PATIENTS, 
FINANCED IN PART BY FEDERAL HOSPITAL CONSTRUCTION GRANT, 
CANADA, 1948-1961 


April 1948- June 1954- April 1948- April 1948- 
June 1954! March 1959 March 1959? March 1961° 
Mental hospitals...... 4,779 7,365 12,144 
Institutions for 
mentally retarded, ... 6,507 374 6,881 
General and other 
HOspitale an sis an «oe 473 515 988 
Totals eMe wis aes Cel ke WITT. 8,234 20,013 20,651 


2 
1Department of National Health and Welfare, Mental Health Services in Canada, op. cit., 
p. 47 and Erratum July, 1954. 


2Department of National Health and Welfare, Canada and World Health Year, Canada’s Health 
and Welfare, 15(3), March 1960, Supplement No. 37. 


sDepartment of National Health and Welfare, National Health Grants, 1948-1961, op. cit. 
‘Includes other types of psychiatric institutions. 


5Sic. 


*1 Department of National Health and Welfare, National Health Grants 1948-1961, op. cit., p. 44. 
*2Department of National Health and Welfare, Hospital Care in Canada, op. cit., Table A31. 


In 1931, the capital investment of mental institutions was estimated as $53 million, or $1,731 per 
resident patient. Dominion Bureau of Statistics, Census of Canada, 1931, Vol. IX, op. cit., p. 191. 
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The standard bed capacity of public mental hospitals in Canada represented 
a ratio of 265 beds per 100,000 population at the end of 1960 (Table 3-1). In the 
United States the ratio of non-federal “‘acceptable” mental hospital beds was 258 
per 100,000 in 1959.24 


During the 15-year period 1946-1961, the Hill-Burton Program of the 
United States Department of Health, Education, and Welfare approved the con- 
struction of 16,252 beds in mental institutions, costing a total of $141.4 million.25 
During the ll-year period 1948-1959, the Canadian Federal Construction Grant 
approved the construction of 12,144 beds in mental hospitals and 6,881 beds in 
hospitals for mentally defectives. If it is assumed that all of the U.S. construc- 
tion was in mental hospitals, the mean annual amount of mental hospital 
accommodation which was approved for federal assistance was 1,104 in Canada 
and 1,083 in the United States. 


At least four-fifths of the mental hospital construction represented additions 
to existing hospitals. 
“Although there has been a flurry of suggestions recently to construct “small’’ mental 
hospitals of 400 to 500 beds in close proximity to medical centres or general hospitals, 
comparatively little change is apparent so far. Nearly all assistance toward the 
expansion of all-purpose mental hospital facilities, provided under the Hospital 
Construction Grant since 1948, has been for additions to existing hospitals. Up to 1958, 
only 3 new all-purpose hospitals with an aggregate of 1,700 beds, had been fully 
completed with grant assistance, compared to 20 hospital additions totalling 6,500 
beds.’’26:27 


A list of mental hospitals and hospitals for the mentally retarded operated 
by the provinces at Dec. 31, 1960, is found in Appendix 3-3. The year of 
establishment and bed capacity in 1932, 1948 and 1960 indicate the distribution 
of additional construction. 


Formula Estimates of Canadian Needs for Psychiatric Accommodation 


For many years various standards have been quoted which cite the 
“required” ratios of psychiatric beds to population. In 1945, a ratio of 550 beds 
per 100,000 was stated as necessary for the mentally ill, epileptic, and mentally 
defective.28 (See Appendix 3-4). 


United States Department of Health, Education, and Welfare, Report of the Surgeon 
General’s Ad Hoc Committee on Planning for Mental Health Facilities, Planning of Facilities 
for Mental Health Services, Public Health Service Publication No. 808, Washington: United 
States Government Printing Office, 1961. 


United States Department of Health, Education, and Welfare, Medical Care Financing and 
Utilization, Health Economics Series No. 1, Public Health Service Publication No. 947, Washington: 
United States Government Printing Office, 1962. 


Department of National Health and Welfare, Hospital Care in Canada, March, 1960, OD Pet, 
p. 40. A later revision (September 1964) of this publication describes 4 new hospitals with 3,716 beds, 
and 20 additions with 6,860 beds having been completed up to 1962. 


2’There is an apparent discrepancy between the 8,500 mental hospital beds cited above and the 
12,144 shown in Table 3-7. 


23Dominion Provincial Conference on Reconstruction, Health, Welfare and Labour Reference 
Book, Ottawa: King’s Printer, 1945, p. 24. 
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i GUIREM@S sa 


MENTAL HOSPITAL ACCOMMODATION APPROVED FOR FEDERAL 
ASSISTANCE, MEAN ANNUAL NUMBER OF BEDS, 
CANADA, 1948-1959, 


UNITED STATES,1946-196I 


NUMBER OF BEDS NUMBER OF BEDS 
1,200 1,200 


CANADA UNITED STATES 
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In 1960, the problems in estimating the need for mental hospital beds were 
described by the Department of National Health and Welfare in this manner: 


“Despite new construction, continued overcrowding and growing admission rates 
indicate that more facilities are necessary to provide adequate treatment and 
in-patient care for all who need it. The extent of the bed shortage is extremely 
difficult to estimate, .. .” 

“. . The growing availability and use of out-patient clinics, day treatment centres and 
the development of specialized facilities for groups such as mentally defective 
patients are among the factors influencing the need for residential hospital care. 
Similarly, changes in treatment, may tend to increase or to decrease the incidence of 
hospitalization, and the average duration of hospital stay of mental patients. Other 
variables which complicate even crude forecasting of future needs are the rate of 
obsolescence of mental hospitals, the rates of population growth and changes in the 
age-distribution and geographical distribution of the population.”29 


A “tentative” estimate of 5 mental hospital beds per 1,000 population 
was given: 


“For the purposes of tentative estimates, some authorities have suggested that a ratio 
of five mental hospital beds per thousand population might serve as a conservative 
measure of adequacy under current North American conditions. (In the United States, 
5 beds per thousand population is the standard for mental bed needs prescribed in the 
Public Health Service regulations under the Hospital Survey and Construction Act.) If 
this theoretical ratio is applied to the estimated rated bed capacity of Canada’s mental 
hospitals at the end of 1958, the over-all shortage of accommodation—in quantitative 
terms only—appears to be about 26,500 beds, with approximately 3.4 rated beds 
available per thousand population as against the suggested 5.0 per thousand.”’30:31 


TABLE 3-8 


RATED BED CAPACITY, AVERAGE DAILY POPULATION, 
ESTIMATED BED REQUIREMENTS AND SHORTAGES, 
MENTAL INSTITUTIONS,’ CANADA, 1948 AND 1958 


Beds per 1,000 


Total Beds Population 


ated#bedscapacityre &. cs coor ee 41,995 3.4 
Average daily population............ 53,923 3.9 
Estimated bed requirement.,....... eas 64,115 5.0 
Estimated bed shortage*............. 22,383 1.6 


lexcludes psychiatric units in general hospitals. 
2Estimated bed requirement minus standard bed capacity. 
Source: Department of National Health and Welfare, Hospital Care in Canada, op, cits, pe 40. 


The obsolescence of existing mental hospitals in Canada was also referred 
to. 
“The bulk of in-patient care for psychiatric patients continues to be provided by some 
35 large all-purpose public mental hospitals, located usually in rural surroundings, 
removed from population concentration as well as from other medical facilities. In 
22Department of National Health and Welfare, Hospital Care in Canada, op. cit., p. 42. 
°Ibid., p. 43. 


31Bed data exclude psychiatric units in general hospitals. Inclusion of these beds would reduce 
the theoretical bed shortage by 1,300 beds. 
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many instances, the original hospital building was first built in the nineteenth 
century, with further construction of additional wings or units through the years as 
the demand for accommodation increased. On an average day, these institutions now 
shelter well over 1,000 patients each .. .’’32 

“In contrast to the traditional concept of a large and geographically remote mental 
hospital, much attention is currently being directed to the possibility of developing 
small hospitals and units as the basic structure for treating all classes of mental 
patients. Such proposals envisage smaller, even cottage-like, mental hospitals with the 
institutional, non-personal atmosphere reduced to a minimum and located in immedi- 
ate proximity or at least within easy access to general hospitals. If these contentions 
are valid, the problem of replacing a large number of obsolete structures takes on 
importance along with that of increasing the total bed supply.’’33-34 


By 1962, a report by the Department of National Health and Welfare 
estimated that much mental hospital accommodation could be considered obso- 
lete and quoted “required” bed ratios of 3.65 to 5 per 1,000 population. 


“Many of Canada’s mental hospitals were constructed about the turn of the century 
and, although they have been added to over the years, many of the original buildings 
are still in operation. Advances in psychiatric treatment accentuated the inadequacy 
of these buildings. Many of them are not of fire-resistant construction, and it is 
estimated that most could be considered obsolete. 

“Current opinion is that the need is for additional personnel and for facilities such as 
day care and night care centers, rather than additional mental hospital beds, other 
than the replacement of obsolete accommodation. The trend is now away from large 
mental institutions, often remote from other medical facilities and toward the 
development of smaller units so located that supplementary medical services are 


easily within reach and that the patients are not too far removed from their home 
communities. 


“World Health Organization, P.H. Paper No. 1, 1959, estimated that at least 3.65 beds 
per 1,000 population are required to care for this type of patient. However, care 
should be exercised in applying this figure to Canada because many beds are now in 
use that could be condemned as obsolete. Others have recommended as high as 5 beds 


per 1,000 for mental patients and that cottage plans and home care facilities should be 
fully used.’’35 


Applications of such formulae are not realistic and are inadequate criteria 
for the planning of psychiatric services. References to bed-population ratios as 
bases of planning were excluded from a 1961 report by the United States 
Surgeon General’s Ad Hoc Committee on Planning for Mental Health Facilities.3¢ 


The published report stated: 


“In the past, health authorities have attempted to estimate facility needs on a formula 
basis. Previously used indices of need such as ratios of mental hospital beds to 
population served are no longer believed to be realistic because of the constant 
changes brought about by such factors as new developments in treatment methods, 
the increased numbers of the aged, and improved social and economic status of the 


* Department of National Health and Welfare, Hospital Care in Canada, op. cit., p. 39. 
°3 Ibid., p. 43. 


This statement (with the omission of ‘non-personal’) was repeated in the September 1964 
edition of Hospital Care in Canada. 


Department of National Health and Welfare, National Health Grants, 1948-1961, op. cit., 
pp. 40-41. 


‘ *United States Surgeon General, Proceedings 1961, Annual Conference with State and 
Territorial Mental Health Authorities, Jan. 5-7, Washington, D.C., Public Health Service 
Publication No. 851, Washington: United States Government Printing Office, 1961, p. 4. 
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population. These factors complicate the planning process, making it unfeasible to 
plan by merely applying a mechanical ratio of beds per thousand population.”37 


Emphasis was placed on the need for evaluating all existing services and 
facilities in order to provide adequate care and treatment for all persons needing 
mental health services.?® Basic data on the number and types of cases needing 
psychiatric care were essential for evaluating the actual effectiveness of services 
already in existence, the need for providing new or additional facilities and 
services, and the nature and location of such facilities for maximum benefit to 
the population of the area to be served.®® The ultimate elimination of large state 
mental institutions as they now exist was given as one of the major long-range 
objectives of all state-wide pleas.4? 


Further discussion of Canadian requirements for hospital care is found in 
Chapter 22. 


Conclusions 


(i) Prior to 1948 most patients with severe psychiatric illnesses were treated 
in mental hospitals, where custody rather than therapy was emphasized. 


(ii) The provinces differ markedly in the type and amount of accommoda- 
tion provided. 


(iii) Construction of additional accommodation and reduction of the popula- 
tion ratio of hospitalized patients has reduced overcrowding. 


(iv) Federal assistance for construction of psychiatric accommodation be- 
tween 1948 and 1961 was largely directed to mental hospitals and institutions for 
mentally retarded. A higher amount of mental hospital accommodation was 
approved for federal assistance in Canada than in the United States between 
1948 and 1959. 


(v) Estimates of the need for psychiatric accommodation, based on standard 
formulas of beds to population are unrealistic. Basic data on the number and 
types of cases needing psychiatric care are essential. 


37United States Department of Health, Education, and Welfare, Report of the Surgeon General’s 
Ad Hoc Committee on Planning for Mental Health Facilities, op. cit., p. 30. 


%STbid., p. 30. 
s°Tbid. 
40Tbid., p. 25. 
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CHAPTER 4 


TYPES OF PSYCHIATRIC INSTITUTIONS 


“After nearly 200 years of orientation to the concept of congregate care for the 
mentally retarded and the mentally ill, it is difficult to change the pattern and adopt a 
new frame of reference. As long as we have major financial investments in large 
plants, it will be a temptation to some to defend them as satisfactory or even 
preferable.” 


Introduction 


Purpose of Chapter 


In the 1930’s, public mental hospitals provided the bulk of in-patient care. 
In subsequent years other types of facility were developed and extended. The 
purpose of this chapter is to describe some features of the various in-patient 
institutions. 


Definitions 


Currently, the major types of psychiatric institutions are defined in this 
manner: ? 


Mental hospital—Institutions that provide treatment for all types of psychia- 
tric conditions. 


Psychiatric hospitals—Institutions that provide short-term, intensive psy- 
chiatric treatment. 


Hospital for mentally retarded—Institutions that provide care for mentally 
defective patients, including training schools for mentally defectives. 


Psychiatric unit—Units within hospitals that are organized for the treatment 
of patients with psychiatric disorders. 


Trends, 1941-1960 


The number of patients on books of psychiatric institutions other than 
public mental hospitals increased from 4,576 in 1941 to 17,144 in 1960. Most of 
the increase occurred in hospitals for mentally retarded. Patients on books of 
psychiatric hospitals increased from 97 to 549. 


United States, The President’s Panel on Mental Retardation, Report to the President, 
A Proposed Program for National Action to Combat Mental Retardation, Washington: United 
States Government Printing Office, 1963. 


2Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 9. 
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Data for patients in psychiatric units were under-reported in 1960. In 1961, 
47 public psychiatric units with a standard bed capacity of 1,797 were in 
operation.® 


TABLE 4-1 


PATIENTS ON BOOKS AT DECEMBER 31, BY TYPE OF INSTITUTION, 
CANADA, 1941, 1951, 1956, 1960 


TROP AL AS a paectros tons eh ohne aon ns 60,263 71,851 76,452 
Mental’ hospitals, public?/..... oss. +s 52,825 Sy lea 59,308 
Hospitals for mentally retarded, 

DuUDLLC NN any tar kon ep val tee 3,200 5,381 9,551 12,194 
Psychiatric hospitals, public ..... gnole 97 SLs 523 549 
Federal institutionS...-.-cecsecceses 1,405 1,514 1,354 
Private institutionS..... ee... eee. iets 400 407 
Aged and senile homes, public .,..... 1,760 1750 
Epilepsy hospitals, public.......... : 256 210 
Psychiatric units, public, .......... 676 6805 


11960 data for Quebec estimated. 


2Includes patients in county and municipal institutions: 1941—1,719; 1951—1,777; 1956—2,308. 


sUnder-reported. 


Source: Dominion Bureau of Statistics, Tenth Annual Report of Mental Institutions, 1941, 
Ottawa: King’s Printer, 1943, p. 10; Dominion Bureau of Statistics, Mental Institutions 1951, 
Ottawa: Queen’s Printer, 1953, p. 13; Dominion Bureau of Statistics, Mental Health Statistics, 
1956, Ottawa: Queen’s Printer, 1957, p. 170; Dominion Bureau of Statistics, Mental Health 
Statistics, 1960, Ottawa: Queen’s Printer, 1962, p. 37. 


Characteristics of Institutions, 1960 


During 1960 a total of 24.2 million patient-days were spent in mental 
institutions. The bulk of this time was spent in public mental hospitals and 
institutions for the mentally retarded. There were marked differences in the 
various types of institutions. 


Mental Hospitals 


There were 45 of these institutions, with a mean bed capacity of 1,059. 
Throughout the year an average of 52,194 patients were hospitalized, represent- 
ing an overcrowding of 10 per cent. Over half of the patients in public mental 
hospitals had been continuously hospitalized for more than seven and a half 
years. The 21,197 admissions represented a ratio of 0.5 admissions per bed 
annually. The over 17,000 patients discharged during the year had spent 180,000 


3 Dominion Bureau of Statistics, Mental Health Statistics, 1961, Ottawa: Queen’s Printer, 1963, 
p. 30. 


4In comparison, 25.3 million patient days were spent in general hospitals. Dominion Bureau of 
Statistics, Hospital Statistics, 1960, Vol. I, op. cit. 
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months in hospital as compared to 3,600 deaths who had spent 338,000 months 
in hospital. 


Psychiatric Hospitals 


Five psychiatric hospitals, with an average bed capacity of 131, had a mean 
of 590 residents during the year, and an occupancy of 90 per cent. There were 8.8 
admissions per bed per year. The average stay of discharges was 1.4 months. 


Hospitals for Mentally Retarded 


The 12 institutions for mentally retarded, with a mean bed capacity of 939, 
had an average of 11,392 residents during the year and were overcrowded by one 
per cent. One admission occurred per ten beds per year. 


Psychiatric Units of General Hospitals 


The 26 reporting psychiatric units, with a mean bed capacity of 32, had an 
occupancy of 81 per cent, and admitted 11.6 patients per bed during the year. 
Patients were discharged after an average stay of 0.7 months. While psychiatric 
units had 1.4 per cent of the total bed capacity of Canadian psychiatric 
institutions, they took in one-fourth of all first admissions. 


TABLE 4-2 


GEN ERAL CHARACTERISTICS OF PUBLIC PSYCHIATRIC 
IN-PATIENT FACILITIES,* CAN ADA, 1960 


> spitels | Psychiatric 
Mental Psychiatric Units of 
Hospitals se ala xs Hospitals General 
Fotpedey Hospitals 
Number of Institutions 2. <......... 45 12 5 26 
Bed capacitya.: Atccrsie:.!. esta vote 

Dotaly es. secretes phe telistete! folie istntoi 47,633 LEZ Te 653 844 

Mean number per institution, ... 1,059 939 131 SZ 

Patientidays Mes. t era) Oe Pees CI LO AOSMLSS 4,169,512 216,094 248,802 

Mean number of resident patients 52,194 Lily eho)) 590 680 

Percentage occupancy ».....<.<« 110% 101% 90% 81% 

Parst admission si 7), 20", 22: 12,892 1,206 3,503 Gold 

Readmissions,  <e. oe oe an 8,305 Hiss oe 21S 3,205 

‘Lotal;admiSsions:, Me oe es ek on 21,197 1,319 5,716 9,776 
Index of absorption 
Total admissions 

Bed Capacities wt otnans ars suliedsucnss 0.5 0.1 8.8 11.6 

Dischargesr): ..Gniaiie%: Dea ooo. L7G15S 476 5,415 9,024 

Death Sawa. ters vel atore Sota phetel wie fevers 3,738 189 16 32 

attest sill = 


1Schedule reports. Incomplete data from Quebec. 
Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 36-37. 
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TABLE 4-3 


PATIENT CHARACTERISTICS OF 
PUBLIC PSYCHIATRIC IN-PATIENT FACILITIES’, CANADA, 1960 


| 


Psychiatric 
Mental Psychiatric Units 
Hospitals Hospitals of General 
Hospital 
PATIENTS ON BOOKS 
DECEMBER 31 
Number see ateterenetetel hele: eer: ever shal ereiotere 58,757 549 815 
Median stay (months) ........0.0- 89 na. na. 


DIAGNOSTIC DISTRIBUTION 
OF FIRST ADMISSIONS 


Bt @ eA eae ee en ee 1227 7 5— 100,076 3,465=100.0% 5,426=100.0% 
Hunetional psychoses’. 3... sicloees 36.6% 34.6% 33.0% 
Schizophrenia and 
Paranoidipsy ChOSES! ues cicles cise 25.2% 19.5% 15.0% 
Affective pSyChoSeS.....ecesceee 11.3% 15.1% 18.0% 
Psychoses of senium ............ 17.57% 1.9% 3.1% 
Neurotic depressions and 
Phapakay iene) A Gac ooene dane 6.6% 23.9% 32. 5% 
eile 7 ties Doi Ae AN Poe pos 
DISCHARGES 
INU Mb ess slelelerestere oferelele le oteleletenerete 17,021 5,381 7,706 
Meanustay (months): cele cies «/ciejorel ale 10.6 1.4 0.7 
Aggregate stay (months) ......ee. 180,423 1,533 5,394 
DEATHS 
INGEMDE rielcrels cleteleralole als io! eleisisieterclotete 3,623 16 30 
Mean stay (months). .......cecce0. 93.2 0.7 0.9 
Aggregate stay (months) ......... 337,664 Tal 27 


1 On card-reporting system. Data for Quebec incomplete. 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 74-76, 
105, 125, and Supplement: Patients in Institutions, 1960, op. cit., p. 15. 


Diagnoses of Admissions5 


One-third of the first admissions to mental hospitals, psychiatric hospitals, 
and psychiatric units of general hospitals were functional psychoses. Two-thirds 
of the functional psychoses admitted to public mental hospitals were diagnosed 
as schizophrenic and paranoid psychoses, while in public psychiatric units the 


5The diagnostic classifications used by Dominion Bureau of Statistics and in this study are 
described in Appendix 4-1. 
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majority of functional psychoses were diagnosed as affective psychoses. Whether 
this is a difference in selection or a variation in diagnostic practice is not known. 
Psychoses of the senium formed nearly one-fifth of first admissions to public 
mental hospitals. 


Disposition of Separations 


Approximately 7 per cent of the separations from both psychiatric units 
and psychiatric hospitals were transferred to other types of psychiatric 
institutions.® There are no national data indicating the disposition of admissions 
to various types of institutions. 


Psychiatric Divisions of General Hospitals 


“To Quebec City goes the credit of establishing in 1639 the first hospital ‘for the care 
of indigent persons, the crippled and idiots’. This institution, the Hotel Dieu du 
Précieux Sang, is noteworthy as making no distinction in admitting both physical and 
mental disabilities. It was thus a general hospital in the true sense, however, 
primitive. 


“In later usage, unfortunately, the so-called general hospitals, for the most part, 
restricted their service to physical infirmities; mental patients were rigorously 
excluded, and the progress of psychiatry was thereby greatly retarded. Only in recent 
decades has the pendulum been swinging back; and today any large hospital without 
a psychiatric service is not fulfilling its proper function.’’7 


Historical Development 


The Canadian Mental Health Association was an early advocate of general 
hospital psychiatry. In the 1919 Mental Hygiene Survey of British Columbia it 
was stated that the day had passed when it was necessary to draw attention 
to the importance of psychopathic wards in connection with every general 
hospital. The rights of the insane to early scientific treatment were emphasized, 
as was the need for physicians and students in general hospitals to be put in the 
position of seeing and learning more of the disease and its treatment.® 


The 1920 Mental Hygiene Survey of Saskatchewan placed similar stress on 
the need for psychiatry at general hospitals. 


“It is now very clearly established that in the prevention and early treatment of cases 
of insanity the building of small psychopathic hospitals provides the ideal plan for 
meeting the situation. These small institutions are preferably located near general 
hospitals for various reasons, and are organized upon similar lines. In other words, 
they are hospitals in every sense of the term.’ 


The brief presented by various Directors of provincial Mental Health 
Services, and Professors of Psychiatry to the 1943 House of Commons Special 


6Dominion Bureau of Statistics, Mental Health Statistics, 1960. op. cit., pp. 105, 140. 


Farrar, C. B., The early days of treatment of mental patients in Canada. CAMSI Journal, 
13-15, February 1962. 


8Canadian National Committee for Mental Hygiene, Mental hygiene survey of British Colum- 
bia, Can. J. ment. Hyg. 2:1-59, 1920. 


°Canadian National Committee for Mental Hygiene, Mental hygiene survey, province of 
Saskatenewan, Can. J.ment. Hyg. 3:391-396, 1922. 
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Committee on Social Security stated that the most important step toward inte- 
gration of the medical fields was the establishment of full psychiatric services 
in general hospitals.1° 


Trends in Patient Load 


Psychiatric services in general hospitals have expanded mainly during the 
last decade. The total reported bed allotment for psychiatric patients in general 
hospitals with 100 or more beds increased from 318 in 19511! to 1,331 in 1959.1? 
These 1,331 beds represented 2 per cent of the total bed capacity of general 
hospitals with 100 or more beds. Psychiatric divisions of general hospitals 
increased in bed capacity from 225 beds in 1951 to 1,010 beds in 1959.18 


Although statistical reporting from psychiatric units to DBS began in 1953,14 
it is difficult to describe statistical trends for the period 1953-1960 because of: 
irregular reporting from individual hospitals or provinces; variation in definition 
of a psychiatric unit (Westminster Hospital, London, was categorized as a 
psychiatric unit in 1955); and the combining of data from public and federal 
psychiatric units. The marked growth of public psychiatric units in Ontario 
between 1956-1960 is shown in Appendix 4-2. 


Role of Psychiatry in General Hospitals 


The share of psychiatric care provided by psychiatric divisions of general 
hospitals has progressively increased and presently has assumed significant 
proportions. Nevertheless, there have been totally opposing views of their 
effectiveness. In fact, these opposite views were presented in the 1956 issue of 
Mental Health Statistics. On page 30, psychiatric units are regarded as providing 
effective treatment for patients with severe mental illness. 


“Much interest has arisen in the last few years over the implications of the 
newly-developing and rapidly-expanding facilities for intensive, short-term care of 
psychiatric patients. It has been amply demonstrated that such treatment can 
frequently restore to normalcy many who otherwise might spend their lives as 
chronic mental cases in institutions, or else as relatively ineffective members of the 
community.” 


On page 114 of the same report, the opposite view is expressed: 
“Psychiatric units, for instance, typically treat psychoneurotic patients and send them 
home or diagnose psychotic patients and send them to long-stay mental hospitals...” 


Proponents of mental hospitals claim that the “‘average” patient can be best 
treated in the mental hospital and that psychiatric units in general hospitals 


10Canada, House of Commons, Special Committee on Social Security, Minutes of Proceedings 
and Evidence No. 11, May 18, 1943, pp. 315-323. 


uRoberts, C. A., et al., Psychiatric services in general hospitals in Canada: five years of 
development, 1951-1956, Canad. med. Ass. J. 78:774-778, 1958. 


Dominion Bureau of Statistics, Hospital Statistics, 1959, Vol. I, Ottawa: Queen’s Printer, 1961. 


133 Due to incomplete reporting, Mental Health Statistics, 1960, lists public psychiatric units as 
having a bed capacity of 844. 

At the end of 1961, 45 psychiatric units in public general hospitals were known to Dominion 
Bureau of Statistics, with a bed capacity of 1,404 beds. These psychiatric units made up 5.3 per 
cent of the bed capacity of their respective (N=45) general hospitals. (Dominion Bureau of 
Statistics, special tabulation, 1963). 


1#The number of reporting psychiatric units increased from one in 1953 to 32 in 1960, Dominion 
Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 40. 
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provide a valuable means of treating some patients, but are unsuitable for the 
majority.15 


“There are some advantages in sending mental patients to general hospitals—the lack 
of stigma in treatment, and the fact that visiting is easier for patients in a town 
centre. The disadvantages may not matter for a patient who is only to remain in 
hospital for a week or two, and for patients suffering from the known psychosomatic 
disorders, general hospital treatment may be definitely indicated; but it is a poor 
service to the average patient if, in order to avoid a now largely illusory stigma, we 
deny him the special conditions which only the mental hospital can adequately 
provide. Integration of general and psychological medical services at the national and 
regional level [in Britain] was achieved in 1948, with subsequent benefit to both. It is 
logical, but not sensible, to pursue integration at the clinical level.’’16,17 


The use of general hospitals as clearing houses or switching points for 
psychiatric patients has also been deplored. 


“The psychiatric divisions... more often are still being used as mere clearing houses 
and possibly increasing disability by retarding treatment. Others are forced to 
conform to a pattern of bed care found on other wards. Undue stress may be laid on 
the need for clear-cut diagnosis and somatic therapy. There is a danger that the 
general hospital may treat a large proportion of psychiatric patients capable of early 
recovery, and send on to the mental hospital only those with bad prognosis, lowering 
the mental hospital’s status and ability to function as a therapeutic community. 
“General hospitals have excellent potential as residential treatment centers for short 
term intensive treatment of acute cases. However, some of the psychiatric wards in 
general hospitals have been used in ways which distinctly increase the patient’s 
disabilities. Such hospitals are not being used as treatment institutions. Rather, the 
patient is detained and ‘spied upon,’ and the hospital does not develop any true 
treatment commitment to him. Instead, it serves essentially as a switching point. The 
potential of general hospitals is not realized if they are used merely as clearing 
houses.’’18 


Such problems may be avoided by providing comprehensive psychiatric 
services at the general hospital, which meet the needs of all classes of mentally ill 
patients and are closely integrated in function with existing medical and social 
services. A spectrum of services, which are functionally interrelated, allows 
the principle of progressive patient care to operate.!% 2° 


The Canadian Psychiatric Association has endorsed the need for psychiatric 
services in all general hospitals. 


“To provide comprehensive medical care to the communities they serve, all general 
hospitals should have psychiatric services. While the size and type of these 
psychiatric services will vary, depending on the size and other aspects of the general 


15Jones, Kathleen and Sidebotham, R., Mental Hospitals at Work, London: Routledge and 
Kegan Paul, 1962, p. 14. 


251 D20 uD LG. 


Other arguments by proponents of mental hospitals have been editorialized in Psychiatric 
Quarterly: No originality of proposition or proof, Psychiat. @., 35:576-585, 1961; One-eyed Jacks 
and Deuces Wild, Psychiat. Q., 35:777-784, 1961; Sass for the Gander, Psychiat. Q., 36:754-767, 1962; 
Gold from a Gilded Brick, Psychiat. Q., 37:153-165, 1963. 


18 American Public Health Association, Program Area Committee on Mental Health, Mental 
Disorders, A Guide to Control Methods, New York: The Association, 1962, p. 11. 


Cawley, R. H., and Trethowan, W. H., Psychiatry and the balanced hospital community, 
Medical Care, 1:77-83, 1963. 


2Richman, A., and Tyhurst, J. S., Psychiatric care in a general hospital, Canad. Hosp. 
42(5) :45-48, 1965. 
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hospital and its community, all general hospitals of over 200 beds should have an 
established psychiatric division with an in-patient service of at least 20 beds, to be 
increased as the size of the hospital or its community may require.’’21 


The development of community mental health centres separated from 
general hospitals has been described as undesirable, stigmatizing, inefficient, 
isolating and wasteful by the American Hospital Association,?? and by Querido: 3 
“To erect such a centre as a separate hospital would be a costly duplication of a 
general hospital, and the same would be true if such a centre were attached to a mental 
hospital. The most effective way, therefore, seems to be to incorporate it into a general 
hospital, or to associate the two very closely.” 


Evaluation of Psychiatric Care in General Hospitals 


The annual publications of Dominion Bureau of Statistics do not permit 
suitable comparisons of the effectiveness of psychiatric units in general hospitals 
and other types of institutions to be made. Although the volume of psychiatric 
care in terms of patient-days or number of admission and separation events is 
tabulated, it is not possible to determine discharge or readmission rates for 
different institutions. Nor can suitable comparisons be made of admission rates 
or hospital utilization in areas having different types or combinations of 
institutions. Some reports of individual units have been made by Smith, 
McKerracher and MclIntyre;?4 O’Reilly,2® and Richman and Tyhurst.?® 


Conclusions 


(i) The major types of psychiatric institutions, mental hospitals, hospitals 
for the mentally retarded, psychiatric hospitals, and psychiatric units of general 
hospitals, differ markedly in their accommodation, average size, overcrowding, 
ratio of admissions to bed capacity, and ratio of discharges to deaths. 


(ii) General hospital psychiatry has been long advocated in Canada, but 
has expanded mainly in the last decade. In 1960, general hospitals with 1.4 per 
cent of the total psychiatric bed capacity took in one-fourth of the first admis- 


sions. Approximately 7 per cent of the separations were transferred to other 
psychiatric institutions. 


(iii) Although psychiatric units of general hospitals have assumed an 
increasing share of psychiatric care, it is not possible to determine their relative 
effectiveness from existing national statistics. 


21Resolution adopted at Annual Meeting, Canadian Psychiatric Association, 1962, Canad. 
psychiat. Ass. J. 8:363, 1963. 


2Pratt, H. N., on behalf of the American Hospital Association, Hearings before the 
Subcommittee on Health of the Committee on Labour and Public Welfare, United States Senate, 
on S. 755 and S. 756, March 5-7, 1963, pp. 116-119. 

Querido, A., op. cit. 

24Smith, C. M., McKerracher, D. G., and McIntyre, S., op. cit. 


2O’Reilly, P. OF The development and function of a comprehensive psychiatric service in the 
Moose Jaw Union Hospital: A five year study, Canad. med. Ass. J. 88:512-517, 1963. 


*°Richman, A., and Tyhurst, J. S., op. cit. 


CHAPTER 5 


PATIENT MOVEMENT 


Introduction 


Patient movement refers to the movement of patients into and out of 
institutions.1 This movement includes the entry of first admissions and readmis- 
sions, and the departure of discharges and deaths. 


The patients on books represent the net result of these additions and 
depletions. If the admissions equal the separations the number of patients under 
care remains constant. If there are more admissions than separations during the 
year, the patient population at the end of the year is larger than at the start of 
the year.? This annual increase is referred to as increment. 


The hospital population thus consists of a number of components, of 
admissions and separations, of residents recently admitted who have higher 
chances for discharge than long-stay patients, and long-stay patients for whom 
separation by death is more likely than discharge. The purpose of this chapter is 
to review national trends in patient movement as a preface to more detailed 
analyses of individual components in subsequent chapters. 


Trends in Patient Movement, 1932-1960 


During the period the number of admissions and separations increased 
continually. Although the rate of first admissions per 100,000 population 
increased 107 per cent between 1932 and 1960, the rate of residents increased 17 
per cent. The rate of readmission-events increased over five times, and that for 
discharges over four times. The rate of deaths increased to a less marked degree, 
11 per cent. 


Diagnostic Differences in Patient Movement 


More detailed analyses of patient movement are available from institutions 
submitting morbidity cards on individual patients. While more patients were 


1Clouston, T. S., Section on Mental Disease in Index of Prognosis and End Results of Treatment 
by Various Writers, (Short, A.R., ed.) 2nd. Edition, Bristol: John Wright, 1918. 


2If all facilities are included in the reporting system transfers-in and transfers-out will 
balance. 
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admitted than left in each of the years selected, a shift in the diagnostic 
composition of the annual increment occurred. 


TABLE 5-1 


PATIENT MOVEMENT REPORTED ON SCHEDULES, NUMBER AND RATIO PER 
100,000 POPULATION, ALL PSYCHIATRIC INSTITUTIONS, CANADA, 1932, 1941, 
1951, 1956 AND 1960 


Year 


Population of Canada 

(MILITONS) tele ere slelelelereie'e 6 10.5 Li 14.0 16.1 17.8 
Patientsron bOOKkSs DEC: Ol, siacesacee | Cos 209 49,245 | 60,263 TA,;OoL 76,452 
Patients in institutions 
Decw sl NuMpererersisleieisisieisielclelee lll 35,200 45,135 | 55,395 65,107 66,339 
FRAC Olsiore ere easaiererolslere.e 6 Sly 392 395 405 ae 


Patients in Institutions 
Patients on Books 


erersiatate s etens tes 947% 92% 92% 91% 87% 


Reported bed capacity 


Number e@eececeeocooeces 32,951 40,115 46,096 58,014 64,519 

RattOricte sts cleteterete's clevs'e 314 349 330 362 363 
First admissions 

INUMbETietsleve cfeteietatele olaie 7,628 7,902 13552 25,097 26,935 

IRAE OTe Nec oie aldieleters.cls se We. 69 94 156 151 
Readmissions 

Number 4% + 6s cle-s0 eles eo 1,828 2,401 4,591 11,341 16,186 

RATEONS clatersievelctieteie oe steie 17 21 33 70 91 
Discharges 

IN Wen Cimetcre ie sete s/ore'e eters 5,183 6,468 133123 30,974 36, 768 

FREELO shetetelaleic 0 6 6 eteveve eis 49 56 94 192 207 
Deaths 

INUMDEr rele s/es oie ereve wie 2,347 2,628 3,190 3,724 4,512 

RAtELO Gs disielee etebe eevee os 22 23 DS 23 25 


Incomplete reporting from Quebec. 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 40-47; 
Ibid., 1959, p. 49. 


In 1932, 526 more patients were admitted with the diagnosis of schizophrenia 
and paranoid psychoses than left institutions. In subsequent years the annual 
increment for schizophrenia and paranoid psychoses decreased consistently, to 
403 in 1951 and 224 in 1960. 


The annual increment for patients with mental retardation fluctuated 
considerably during the years, from 44 in 1941 to 948 in 1960. Nearly one-half of 
the total increment during 1960 was due to patients with mental retardation. 


PATIENT MOVEMENT 


FIGURE 5-1 


VARIOUS INDICES OF PATIENT CARE, 
CANADA, PSYCHIATRIC INSTITUTIONS, 
1932,1941, 1951,1956,1960 


RATIO PER 100,000 POPULATION 
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More detailed tabulations are found in Appendices 5-1 and 5-2 which also 
indicate changes in the patients under care between 1932, 1956 and 1960. 
Between 1956 and 1960 the number of patients on books with schizophrenia and 
paranoid psychoses increased 1,048, affective psychoses decreased 52, and mental 
retardation increased 3,088. 


TABLE 5-2 


PATIENT MOVEMENT REPORTED ON MORBIDITY CARDS, AND INCREMENT 


BY DIAGNOSTIC GROUP, ALL PSYCHIATRIC INSTITUTIONS, CANADA, 
1932, 1941, 1951, 1956 AND 1960 


ADMISSIONS 
RITS Cavaialeisiatetode steisieneveleleleratsie excyelel elena iclstats 5,774 | 7,064 |10,892 | 19,802 25,546 
IRCAAMISSLONS wisietel clelerehereteteleterenetere iors sicles 1,399 2,033 10,133 15,685 
SEPARATIONS 


3,384 | 5,410 
2,034} 2,412 


Discharges eoeeeeeeeeeeoeeoeeee eee 288 0 & 
De AtH'S cotete tere el sie ate ole 'slovelsiciete elsveeerctalerc/ ers 


INCREMENT (Admissions—separations) 


All DiagnoOSes ..cccccccccccccccccvcce 


24,955 | 34,981 
3,423 4,285 


41,755 | +1,275 |+1,545 | +1,647 | +1,965 


Functional psychoses... ccccccccsccces +702 +702 +506 +221 
Schizophrenia and paranoid psychoses. 526 499 348 224 
Affective psyChosSeS ....cccccccccc ce 176 203 158 25) 


Mental retardation eececoeeeeeeoeoeeoeseseee & 122. 589 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, 
Ottawa: Queen’s Printer, 1962, pp. 51, 83, 103, 123; 
Dominion Bureau of Statistics, Annual Report, Mental Institutions, 1932, 
Ottawa: King’s Printer, 1934; 
Dominion Bureau of Statistics, Tenth Annual Report of Mental Institutions, 1941, 
Ottawa: King’s Printer, 1943; 
Dominion Bureau of Statistics, Mental Institutions, 1951, 
Ottawa: Queen’s Printer, 1953; 
Dominion Bureau of Statistics, Mental Health Statistics, 1956, 
Ottawa: Queen’s Printer, 1957. 


Patient Movement by Type of Institution, 1951-1960 


In each type of institution the number of patients reported as first 
admissions increased, as did the number of separations. An increasing pro- 
portion of admissions consists of readmissions. Also, an increasing number of 
admissions are reported from psychiatric units of general hospitals. 


The number of resident patients at the end of the year increased about 
4 per cent in public mental hospitals between 1951 and 1960, and 120 per cent in 
hospitals for mentally retarded. Between 1956 and 1960 the number of deaths in 
public mental hospitals increased 25 per cent from 2,994 to 3,738. 


In relation to population, there were marked changes in the average daily 
population of mental hospitals (a reduction of 10 per cent) and institutions for 
mentally retarded (an increase of 12 per cent). 


PATIENT MOVEMENT 


TABLE 5-3 
PATIENT MOVEMENT BY TYPE OF INSTITUTION, CANADA, 1951, 1956, 1960! 


Mental Hospitals, Public? 


PITS aAGMISSTONS) ene chs creusicac one sone deKens 
ReadmissionS ys acc. ss sc ote aeeHoisueneher oetetehen > 
Discharges... ache corte Moievetereus ec Sievereiere 
DCAthS tia tehece soho. eo: e¥e' 6 avoksioretoresiislereuetenel sce 
Patients in hospital, December 31 -+--+---- 


Psychiatric Hospitals, Public 


EUrSteadmUssiotsaers lets e ere cere tice 6's dicnitacks 
FREAGIMIS SEOMS ever eicisreicrsss ciel sic el le evens enarsvens 
DISCHAT CES w etaeretccatere cise cic sc sete sieteteleterste 
DC AUIS.eheteier crore siete eccrere-s SOO OF tHOCBIOED . 
Patients in hospital, December 31....... 


Hospitals for Mentally Retarded, Public 


First admissions ........ sig On cElobie:s 
Readmissions ....... AO) £40 £10 OS O8RO HONOR 
Discharges Merete” feist sts ote Sale eteie tote ee) s,s 
Deathsy. <7 a. . So OOO OK SEO OO Oe ae 
Patients in hospital, December 31......... 


Psychiatric Units, Public*® 


Er SteaGmrssrOmSstercts crerstsrcnerel«lerereter site's 6.4 
FRC AGMISSTONS ectesie eo eel eele es ee cs es eis o ite 
IDISCRATE CS leucieue cisieis heiseisieioloneneus CR aN ae 
[DUNG eo aooclon dase 2A Ga Siciuiae we 
Patients in hospital, December 31......... 


ls chedule reported, 

2Includes county and municipal institutions. 

3Not reporting for 1951. 

Source: Dominion Bureau of Statistics, Mental Institutions, 1951, op. cit., pp. 13-14; 
Ibid., Mental Health Statistics, 1956, op. cit., pp» 47, 87, 125, 145, 170 and 171; 
Ibid., Mental Health Statistics, 1960, op. cit., pp. 36-37. 
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TABLE 5-4 


PATIENT MOVEMENT BY TYPE OF PUBLIC INSTITUTION, RATIO PER 100,000 
POPULATION, CANADA, 1955 AND 1960 


Hospitals for 
Merit athy Psychiatric 


Retarded Units 


Bed) Cap'acitypyecie sisiehatetels aie: cera) tate 
Average daily population 
FirstiadmiSsions).v. aaeiome cee ss 
Readmission's) (ia. « mete << c se 6) «6 
Discharges ide «0 dheisas ec ceseee 
IDEAS Anan Go docudde auaaGcunaac 


Source: Department of National Health and Welfare, Mental Health Division, Selected 
Mental Health Statistics, Canada, 1955—1960, Ottawa: Queen’s Printer, 1963, 
pp. 18—206 


Conclusions 


(i) Considerable change has occurred in the number and ratio of admission 
and separation events for Canadian psychiatric institutions. These changes are 
complex and involve such patient characteristics as diagnosis and age. It is 
difficult to determine the inter-relation of admissions, separations and patients 
under care. 


(ii) In relation to population the frequency doubled for first admissions, 
increased five times for readmission-events, quadrupled for discharges, and 
patients in residence increased one-sixth between 1932 and 1960. 


(iii) The annual excess of admissions over separations has been decreasing 
for functional psychoses. Patients with mental retardation formed one-half of the 
total increment during 1960. 


(iv) Between 1951 and 1960 the number of residents in hospital at the end 
of the year increased 4 per cent in mental hospitals and 120 per cent in 
institutions for the mentally retarded. In relation to national population the 
average daily population decreased 10 per cent in mental hospitals, and 
increased 12 per cent in institutions for the mentally retarded between 1955 and 
1960. 


CHAPTER 6 


ADMISSIONS TO PSYCHIATRIC INSTITUTIONS 


This chapter deals with the patients admitted to psychiatric institutions as 
first admissions or readmissions. The characteristics described, and the statistics 
analyzed were those available in the publications of Dominion Bureau of 
Statistics, or derived from special tabulations provided to researchers by the 
Bureau. 


Introduction 
Definition 


First admission is currently defined by the Dominion Bureau of Statistics as 
“The admission of a person as an in-patient to a mental institution for the first 
time in his life”. 1 In 1931, a first admission meant “‘...a patient admitted for the 
first time to an institution for mental diseases”’. 2 


Readmission is defined as: ‘“‘The admission of a person as an in-patient who 
had been discharged from a mental institution anywhere, and who is not directly 
transferred from another mental institution’’. 3 


Duplicated Reporting of First Admissions 


The above definitions are not uniformly followed throughout Canada or 
within individual provinces. In some provincial hospital systems a first admission 
refers to a patient first admitted to that particular provincial hospital system, 
irrespective of previous care in psychiatric units or mental hospitals in other 
provinces. Many psychiatric units consider as first admissions patients first 
admitted to their facilities regardless of previous psychiatric hospitalization 
elsewhere. Dominion Bureau of Statistics may make appropriate corrections on 
morbidity card reports for some patients transferred directly from one institu- 
tion to another but such checks cannot be routinely made for all reported first 
admissions. 


The possibility of duplicated reports of first admission for individuals, and 
inflated first admission rates has increased considerably in recent years. The 
number of psychiatric units submitting schedules to Dominion Bureau of 


1Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 9. 
2Dominion Bureau of Statistics, Seventh Census of Canada, 1931, Vol. IX, op. cit., p. 119. 


3Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 9. 
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Statistics increased from one unit in 1953 to 32 units in 1960.4 Nearly one-quar- 
ter (N=6,511) of schedule reported first admissions during 1960 were from psy- 
chiatric units. 


For first admission data to be meaningful, general agreement and uniform 
application of the definition is required. 


Relation of First Admissions to Incidence of Illness 


First admission rates are not the same as the incidence of psychiatric illness. 
The frequency of hospitalization among persons developing psychiatric illnesses 
for the first time varies by time, place and person. Increased rates of first 
admission are not generally the result of changes in the incidence of illness; 
rather, they reflect changes in the extent and type of hospital accommodation, 
alternatives to hospitalization, attitudes, social and demographic characteristics 
of the general population, and social pressure for hospitalization.® 


Significance of First Admission Rates 


The rate of first admission is an index of one aspect of psychiatric morbidity 
in the community and provides a minimum estimate of the onset of “serious” 
psychiatric illnesses requiring hospital care. 


“The very fact of admission to a mental hospital in itself may be defined as an index 
of the occurrence of a ‘serious’ disability associated with mental disorder. Thus 
studies of first admission rates specific for such variables as age, sex, color, marital 
status, etc., can provide useful data for planning and developing programs for the 
control of mental disorders and for research planning. They delineate population 
groups in which high rates of disability exist and indicate groups which should be 
singled out for special attention in the planning of community mental health services. 
They also suggest important variables to be considered in a search for causes and 
effects of mental diseases per se and of hospitalization. Indeed, studies that would 
illuminate the reasons for differential patterns of first admissions that exist in various 
communities would provide quite useful information.’’6 


Trends in First Admissions, 1932-1960 
Number and Ratio of Patients 


The ratio of first admissions reported on schedules has more than doubled 
between 1932 and 1960 (73 to 164 per 100,000 population). While the ratios for 
both male and female first admissions reported on cards have increased, there 
has been a greater increase for females than for males. This is a reflection of 
changes in the type and usage of reporting facilities, rather than a change in the 
occurrence of psychiatric illnesses per se. 


4Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 40. 


S5Wanklin, J. M., et al., Factors influencing the rate of first admission to mental hospital, 
J. nerv. ment. Dis., 121:103-116, 1955. 


6American Public Health Association, Mental Disorders, A Guide to Control Methods, op. cit., 
p. 104. 
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TABLE 6-1 


FIRST ADMISSIONS, NUMBER AND RATE PER 100,000 POPULATION, CANADA, 
1932, 1941, 1951, 1956 AND 1960 


] 
1956 1960° 
Reported on schedules 
NUMDerae toes oe eer ee lanes ces 7,628 7,902 | 13,152 | 25,097 | 26,9357 
Ratesper 100.0002. oars cite ges 73 69 o4 156 151" 
Reported on cards 
Numbers s.252.05.44 0059 6.54.4 3 0 4b 5,774 7,064 | 10,892 | 19,802 | 25,546 
Rate per 100; 00082 ssc sna 
Totals. :: eit ate ee ot eee 55 61 78 123 143 
Males: aanet these ' ‘ , 66 67 84 127 146 
memaliew - ise sess on 5 ae obs : 51 56 oe 119 141 
d- d 
Card-reporte 76% 89% 83% 79% 95%!" 
Schedulerreported .......-cccccce 


1 
Adjustment for incomplete schedule-reporting from Quebec would give an estimated number of 
29,200 and a ratio of 164 per 100,000 population and card reports for 87 per cent of schedule- 
reported admissions. (Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., 
Pewiss) 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 45, 51—53, 


Type of Institution 


In 1932 schedules were submitted by 28 public “hopitals for the insane, 
feeble-minded and epileptic’, three public “hospitals for the feeble-minded, 21 
municipal institutions, four private institutions and two psychopathic hospitals 
of the Department of Pensions and National Health.? Twenty-nine of the 
31 provincial instituitions and one federal hospital submitted cards on 
individual patients. Seventy-six per cent of the first admissions reported on 
schedules were also card-reported. 


By 1960 the bed capacity of institutions not reporting in any form was 
estimated as 1.7 per cent of the total bed capacity® and 95 per cent of the first 
admissions reported on schedules were also reported on individual morbidity 
cards.*’!° One-half of the card-reported first admissions were from public mental 
hospitals, and one-third from public psychiatric units and psychiatric hospitals. 


Provincial Differences 


Between 1932 and 1951 the national schedule-reported first admission rate 
increased from 73 to 94 per 100,000. Manitoba and Quebec showed little change, 
Saskatchewan and British Columbia had marked increases, and the remaining 


™TDominion Bureau of Statistics, Annual Report Mental Institutions 1932, op. cit. 
8Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 11. 

®Ibid., p. 53. 
10Tbid., p. 15. About 2,000 first admissions were estimated to be unreported on schedules. 


4 Reporting from psychiatric units in Quebec was incomplete during 1960, 33 first admissions 
being reported. 
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provinces had moderate increases. The national ratio of first admissions during 
1941 was slightly lower than during 1932. The relation of the Economic 
Depression and World War II to this decrease is difficult to assess.12 


Schedule reports from psychiatric units have been included since 1953. 
Although the national rate remained relatively stable between 1956 and 1960,}3 
the individual provinces have varied considerably in the amount and direction of 
change in their first admission rates. 


TABLE 6-2 


FIRST ADMISSIONS REPORTED ON SCHEDULES, RATE PER 100,000 POPULATION, 
CANADA AND PROVINCES, 1932, 1941, 1951, 1956 AND 1960 


1932 1956 


CANADA Law, 75 cae: «a ata» 151° 
Newfoundland, accaraieeieareisrstela s oes) 77 
Prince Edward Island. ....cccceeeees 202 
INOV.a SCOLEAN Gerctclale)elela evatleliete) allah <Ualel'e! eit 142 
Niew BrunSwicko ste este crests « are eels aie ee 215 
QUWEDeECH a Gilaie one ofa telate cayehetetetaraileiels oe aie 107 
Ontario mrrite talstahener sess: «tveketate ctansyeaks 162 
Manito bahia caielelstehersie) <tekelshareiicdctens ¢siairel'e 177 
Saskatchewan cree avers /e)sieisl'e eels’ «70 «16.418 177 
Albert ate y steele crcuelateletatenetomelote ckake: aheltatete 181 
British Columbiana crekeels\e crete torate sie 4's 197 


*See footnote, Table 6—1. 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960,;o0p. cit., p. 45. 


TABLE 6-3 


FIRST ADMISSIONS TO PSYCHIATRIC INSTITUTIONS, BY SEX, AND AGE GROUP, 
RATE PER 100,000 POPULATION, CANADA, 1932, 1941, 1951, 1956 AND 1960 


1941 | 1951 | 1956 


Age Group 1960 


Alita CeSMiusteeneteroe octs seth cteeia eel calc) >. nate obey 140 
VES OC o005 odacdcrdogo COU COU CO COb yao 22 
LO =SGLO Metetevata atelate ene Mallet chelerievetelleveelielel ee where) 0s 76 
ZOV= 1297 el eweneneh crete ueteveletsietieh of craves te eMeds, eusielare sate 174 
SO ta S Olas siateteravenedtraleteha ls eieialdyotene ctelee cpeuela ile 218 
AQK— A OW Tac ctcuabetaneyiclat clay aie ale tevea eis fae kev) sate ate je 215 
SOS On weuaatelahaledaledsiersnesslakepejsishs itis, slatesdsckebene 85 78 199 
(OMS) GS Ging no a AO Onn Ca Gome aa ot on ap omar 101 98 PRS 
AO i-—=td, Oi cave alet ohana eiace leaks eters ietetalevehipela) diate is «keke 299 
SOL — FSO care cievenaletalavelararera’ ei dieietelsvalelaie) siete sis:.« bass } 190 684 
DO) plus.s a ciatee. chanel olakaleroreeneteneroreletahs hares ale: cate 909 


First admission rates for males aged 25-65 were less during 1943-1947 than during 1933-1937. 
Fisher, J. W., and Stogdill, C. E., Mental illness in Canada as reflected by mental hospital 
admissions, 1932-1947. Can. J. publ. Hlth. 43:336-346, 1952. 


#3Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 15. 
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TABLE 6-3 (concluded) 


Age Group | 1932 | 1941 | 1951 | 1956 | 1941 1951 1956 1960 


FEMALE 

All ages v6. yc. ois de set een ZX.  orteks 51 56 72 119 | 141 
acute kien deiu beets Gukie onle es ad cs hrs bo 13 15 19 
To eye 0 iP eed orc cpp 41 54 67 
Dye see oe RET STOUR OAD itt, EDIG: 62 61 80 144 181 
BOT Sos eee eee ee. PRLS 72 75 101 175 219 
FOE es eee tans Be en ME, 72 70 97 177 197 
BO 60 ee ee ee ee oak bka 74 78 93 168 203 
GOS OU he a cake OA iG Gabe Vs A GaN Oe RR 91 92 104 181 188 
DOr OAS ee SG Sasi «tees a's cai 

80: «SO TTATU SS FAR GOS, BARISTA SR bras 

OO) plus). sie-eteis!datete tate ate oie ele Raia otatelctarels : 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. Cite, Pe 536 


Age-sex Specific Rates for All Diagnoses 


Changes in age-sex specific rates between 1932 and 1960 must be assessed 
from card-reported data, which increased from 76 per cent of schedule reported 
admissions in 1932 to 95 per cent in 1960. Rates of first admission have increased 
nationally for all age groups, and particularly for the younger and older 
segments of the population. 


Age-sex Specific Rates for Psychoses 


Between 1932 and 1960, the card-reported rates of all first admissions 
increased 120 per cent for males from 66 to 146 per 100,000, and 176 per cent for 
females from 51 to 141 per 100,000. During the same period, the equivalent rates 
for all psychoses increased 38 per cent for males from 51 to 70 per 100,000, and 78 
per cent for females from 41 to 74 per 100,000. (See Appendix 6-1). Increased 
first admission rates have occurred to a lesser degree for psychoses than for 
other diagnostic groups. First admission rates for psychoses have shown the 
greatest increase among the aged. 


Provincial Differences in First Admissions 


First Admissions, 1950-1952 


Gregory analyzed provincial differences in rates of first admission for 
1950-1952. The institutions were those operated by federal or provincial 
authorities, and no psychiatric units in general hospitals were included. Gregory 
concluded that differences in mental hospital first admission rates for the 
Canadian provinces during the period 1950-1952 were less indicative of the 
incidence of mental disorders than of such factors as social judgment regarding 
what constitutes mental abnormality, social demand for mental hospital care, 
availability of mental hospital accommodation or of alternative psychiatric 
facilities, and variations in diagnostic criteria.14 (See Appendix 6-2). 


144Gregcry, I., Factors influencing first admission rates to Canadian mental hospitals. II. An 
analysis of provincial differences, Canad. psychiat. Ass. J. 4: 51-60, 1959. 
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First admission rates for psychoses of senium were higher from towns and 
villages over 1,000 population than from rural areas, and this was attributed to a 
tendency to hospitalize cases whose symptoms would be tolerated in a rural 
community, and the factor of distance from mental hospital.1516 


Diagnostic Distribution of First Admissions, 1960 


There is considerable provincial variation in the diagnostic composition of 
first admissions. This reflects provincial differences in the type of institution 
available, the extent of reporting, differences in diagnostic usage and adminis- 
trative policies regarding admission for patients with senile psychoses or mental 
retardation. Wide provincial deviations from the national ratios for various 
diagnostic classes occur. 


TABLE 6-4 


FIRST ADMISSIONS BY DIAGNOSTIC GROUP, RATE PER 100,000 POPULATION, 
AND PROVINCE WITH HIGHEST RATIO, CANADA, 1960 


| Canada Province with Highest Ratio 

Male Female Male Female 
ALL ADMISSIONS .....ceeeee 145.9 140.9 P.E.I, — 245.2 B.C. — 20251 
Functional psychoses ....... 41.3 50.2 Man. — 58.3 B.C. — 67.6 

Schizophrenia and paranoid 

DSVCHOSES site ae alee cle «-¢ 28.4 27.3 Man. — 42.7 BC. — 44.4 
Affective psychoseS,....... 12.9 22.9 Sask. — 18.4 Sask. — 25.3 
Psychoses of senium........ 15.0 14.9 Sask. — 35.9 Sask. — 26.6 
Alcoholic psychoses ........ Toil 1.7 B.C. — 22.0 B.C. — 6.5 
ALCONOLISOarerearerctelereiersherat etenc 15.7 3.3 P.E.I. =" 82.4 P. Eel. — 415.7 
ESv.ChoneuroSeSm. crys, « shece ono.sss 24.5 38.9 BeCue = SO6G Man. — 68.5 
Mental retardation. ......ccee 12°52 | 9.7 P.E.I. — 30.7 Alta. 14.9 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 68—69. 


Legal Method of Admission 


During the early 1900’s legally established requirements for admission to 
mental hospitals consisted of a court order supported by medical certification.17 
Currently, there are a number of legal methods by which the patient may be 
admitted to a psychiatric institution. Voluntary admissions to most psychiatric 
divisions of general hospitals involve the patient signing the same consent form 
that is used throughout the remainder of the hospital. In other psychiatric 
institutions application for voluntary admission must also be endorsed by a medi- 
cal practitioner. Voluntary patients may normally leave upon giving prior noti- 
fication. Other forms of admission include admission by medical certificate, with 
or without judicial order. 


#*Gregory, I., Factors influencing first admission rates to Canadian mental hospitals. III. An 
analysis by education, marital status, country of birth, religion and rural-urban residence, 
1950-1952, Canad. psychiat. Ass. J. 4: 133-151, 1959. 


4¢Other studies have also described the higher first admission rates for the aged from urban 
areas. Buck, Carol, et al., An analysis of regional differences in mental illness, J. nerv. ment. Dis. 


122: 73-79, 1955. Person, P.H., Geographic variation in first admission rates to a state mental 
hospital, Publ. Hlth Rep., Wash. 77: 719-731, 1962. 


Department of National Health and Welfare, Mental Health Services in Canada, op. cit., p. 20. 
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The number and proportion of all voluntary admissions is alleged to be, 
to some extent, an index of the acceptance of and attitudes toward psychiatric 
treatment by the community.!® During the 1930’s less than 5 per cent of first 
admissions were admitted on a voluntary basis. Between 1946 and 1951, this 
proportion had increased from 5.9 per cent to 11.5 per cent}!® for first admissions 
to card-reporting institutions. Between 1956 and 1960, the proportion of volun- 
tary first admissions to public mental hospitals increased from 11.2 per cent to 
17.0 per cent.2° With the increasing proportion of non-psychotic admissions to 
mental hospitals it would be useful to have tabulations showing the method of 
admission classified by diagnostic group and type of institution. 


Factors Affecting Readmission 


The number of readmissions is affected by such factors as: 
Insufficient hospital planning for rehabilitation in the community; 


Availability of after-care services, or alternatives to readmission for 
former patients in the community; 


Hospital criteria and policies for discharge. Discharge may occur at an 
earlier stage of recovery in order to reduce the disability of 
continued hospitalization. For an individual, over a period of time, 
the total amount of hospital stay may be reduced by shorter, 
intermittent stays;?! 


The increasing number and longevity of former patients in the com- 
munity; 


Attitudes of former patients regarding return to the hospital. (There is 
a higher proportion of voluntary admission among readmissions 
than among first admissions);?? 


The administrative policies of hospitals regarding the admission or 
readmission of certain diagnostic groups.23 


It is not possible to determine whether the increasing number of readmis- 
sions represents intermittent hospitalizations for patients who previously would 
have remained continuously hospitalized, or the results of various inadequacies 
such as insufficient hospital treatment and planning for rehabilitation and lack 
of community alternatives to hospital care. 


Dominion Bureau of Statistics, Mental Health Statistics, 1955, Ottawa: Queen’s Printer, 1957, 
p. 34. 


1sDepartment of National Health and Welfare, Mental Health Services in Canada, 1954, op. cit., 
p. 24. 


2Dominion Bureau of Statistics, Mental Health Statistics, 1956, op. cit., p. 49, and 1960, op. cit., 
p. 58. 


™Department of National Health and Welfare, National Health Grants, 1948-1961, op. cit. 
22Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 58 and 88. 


°°'The number of readmission events diagnosed as alcoholism or alcoholic psychoses, has 
increased markedly. During 1956 there were 97 readmission events for persons diagnosed as 
alcoholism, who had 35 or more previous admissions each (DBS Mental Health Statistics, 1956, 
op. cit., p. 79). It is not known how many individuals were represented by these 97 readmission 
events. Among readmissions during 1958 (op. cit., p. 74), the mean number of previous admissions 
was 8.5 for those diagnosed as alcoholism, 5.3 for drug addiction, 3.3 for anxiety neuroses, and 
between 2 and 3 for manic depressive psychosis and for most forms of psychoneurosis. 
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Trends in Readmissions, 1932-1960 


Number. of Readmissions 


The total number of readmissions reported on schedules increased about 9 
times, 1,828 in 1932 to 16,186 in 1960. The number of readmissions increased 
more rapidly than first admissions, so that readmissions formed 19.3 per cent of 
all admissions in 1932 and 37.5 per cent in 1960. 


TABLE 6-6 


READMISSION—EVENTS AS PERCENTAGE OF ADMISSIONS, CANADA, 1932, 1941, 
1951, 1956 AND 1960 


AllgadMmiSsSion Sima-tetsieteless «cusses sere. «0. ¢.00|).99400 10,303 AS, 121 


REBIMISSIONS Ptaie <a calcu e «1s ateedelents 1,828 2,401 16,186 
FREAAMIUSSTONS Wave le eieereleteeiesisiale eis eee 
TS: aa 19.3% 23.3% Sie 57 


Ata dmiS'sS1onSicieie porsreschalatorens of o.arsieves 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op.cit., pp. 44,46. 


Although the total number of card-reported readmission-events increased 
over four times between 1951 and 1960, the number of individuals reported as 
having their second hospitalization increased about three times. Therefore, the 
increasing number of readmission-events also reflects an increase in the number 
of events per individual as well as the number of individuals being readmitted. 


TABLE 6-7 


PERCENTAGE OF READMISSION—EVENTS, REPORTED AS SECOND 
HOSPITALIZATION, CANADA, 1951, 1956 AND 1960 


Total number of readmission—events 
= 100% eeeeeeoeeeseeeeseeceee@eeee eee ee 


10,133 15,685 


4,679 6,695 


467% 


Events reported as second hospitalization 


Source: Dominion Bureau of Statistics, Mental Institutions, 1951, op. cit., p. 102; ibid., Mental Health 
Statistics, 1956, p. 90; 1960, p. 88. 


This decreasing proportion of readmission-events being reported as second 
hospitalizations is not solely due to changes in the types of institution reporting. 
This ratio was 49 per cent for public mental hospitals in 1960 in comparison to 43 
per cent for all institutions.?4 


Diagnostic Distribution of Readmissions 


The number of readmission-events has not increased to the same extent for 
all diagnostic groups. Between 1932 and 1960 the number of readmission-events 


24Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 89. 
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for affective psychoses increased to a lesser degree and those for alcoholic 
psychoses have increased to a greater degree than all diagnoses combined. 


Between 1956 and 1960 readmission-events for schizophrenia and paranoid 


psychoses increased by 80 per cent, while those for affective psychoses increased 
30 per cent. 


TABLE 6-8 


DIAGNOSTIC DISTRIBUTION OF READMISSION—EVENTS, 
CANADA, 1932, 1941, 1951, 1956 AND 1960 


Number of Events 


1932 1941 1951 1956 


AUIS DIAGNOSES <5 cc cs's = 5 dod oo oad 10,133 15,685 
Schizophrenia and 

paranoldeosychoSeSwelcrciecreretelsiotels|s/s. 2,719 4,832 
Affective psychoSes -....2..c.secees 2,248 2,974 
Alcoholic psychoseS oc-eeescsccccecce 254 808 
NEUrOSES*s c's ctclele  oletsieicielc cicic sles clelcies 1,501 2,653 
ALCONOMISIn pelctererelcletstera starcretalelelsiere srs)ere 1,700 1,750 


Source: Dominion Bureau of Statistics, Annual Report, Mental Institutions,1932, op. Cit.; Tenth 
Annual Report of Mental Institutions, 1941, op. cit.; Mental Institutions, 1951, op. cit.; 
Mental Health Statistics, 1956, and 1960, op. cit. 


Provincial Differences in Readmissions, 1960 


The ratio of readmission-events per 100,000 population varied provincially 
from 55 to 266, with a national mean of 88, for males, and from 46 to 168, witha 
national mean of 88, for females. 


TABLE 6-9 


READMISSION—EVENTS, RATIO PER 100,000 POPULATION, BY SEX, 
CANADA AND PROVINCES, 1960 


Province 
CAN AID Avereretotetatelcrcsietare vrs Ste SOD. GO EON AR RCH 
INC wr Outi atid ssretsketsioksisteleisleishels isis! o.4.% 6 > Soin NI a 
Prince Edward Island........ Brehiclerehels eke stsiissene ie eis 6, sues, ices 
Nova Scotia..... BIOSIS 0.0 GR: OF-6 BO WOOO BOO GIG Ge ERO Is 
INIGWaESTUllS WiCKaiers eleleis ele sievelele ostereiel(c/scei0ls \s/6 aieVehiohisy ohevel en cneke 
ONO 4 Bick CO GO 00.0 0-018 DC O10 CIC COHO.O Caco DOE OS 
Ontarlocseyeteredars Saleh ckenstevene AL HO, CHC: OO 0 OF FOO O10 OCLC) ERROR 
Manitoba cece SOCOEOES OU OO 00 HOO DOOORODIOOD © 000 DO OOACO 
Saskatchewan........ SOn EID o 0 OOOO DO OS 4 Sacadooe 5 
Albertaverrs seme srecheistetsi dae Aooadlo Ss odo dodo pabioed OSeIGid 
British Columbiavycsw sciee oe76 Schdd oe Shs GRE coe 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pe 85. 
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Relation of Personal Characteristics to Readmission 


Since an individual can have more than one readmission, any study of 
personal characteristics should be based on individuals, rather than on readmis- 
sion-events. The number and personal characteristics of unduplicated indi- 
viduals represented by readmission-events is not available in DBS publications. 
Tabulations for individuals reported as having a second hospitalization would 
provide better data for assessing some of the factors involved in readmission. 


Interval Outside Hospital for Readmissions 


Information on the interval between readmission and previous discharge 
was tabulated by DBS for 1952 only. Almost one-tenth had been discharged less 
than one month before their readmission, and 38.3 per cent less than one year 
previously. Female psychotics and psychoneurotics tended to be readmitted 
sooner than males.2® 


TABLE 6-10 


MEDIAN INTERVAL BETWEEN DISCHARGE AND READMISSION 
FOR READMISSIONS, BY DIAGNOSTIC GROUP, CANADA, 1952 


Median. Months Elapsed 
between Discharge and 


Diagnostic Group Number of Events 


Readmission 
BNE ENING Ein on a noo a. Stare iave Secs» 4,162 19.8 
BSy.CHOSESIN she.delaie stetet se seteels. GosvoboGos 3,161 22.4 
Psychoneuroses ..... aa ebexehetericte choice ster es 267 LOS 
Disorders of character, 
behaviour and intelligence .......... 700 11.9 


Source: Dominion Bureau of Statistics, Mental Institutions 1952, 
Ottawa: Queen’s Printer, 1954, pp. 108-109. 


Twelve per cent of the readmission-events during 1960 were subsequent to a 
previous admission during the same calendar year.*® The interval between 
discharge and readmission has been coded on DBS punch card summaries since 
1959 but analyses of this useful variable have not been published.?7 


Duration of Hospital Stay for Readmissions 


Among patients discharged during 1951 the duration of stay was less for first 
admissions than for patients having their second to fourth admissions. 
“ .. 50% of first admissions were discharged in 2.8 months; second admissions in 3.2 
months; third, 3.4; fourth 2.9; fifth 2.8; sixth and later 2.7.28 


— 


25 Dominion Bureau of Statistics, Mental Institutions, 1952, Ottawa: Queen’s Printer, 1954, p. 78. 


26Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 24. 


27It is presently feasible for Dominion Bureau of Statistics to prepare tabulations showing the 
personal and diagnostic characteristics of persons having their second hospitalization, categorized 
by interval between hospitalizations. These tabulations should be specific for various demograph- 
ic and diagnostic groups as well as type of institution. For better understanding of the course 
of hospital care, longitudinal studies of first admissions are essential to assess the frequency 
of subsequent admissions and the relationship between events and individuals; the interval 
between discharge and admission; and the amount of hospital utilization over a period of time. 


223Dominion Bureau of Statistics, Mental Institutions 1951, op. cit., p. 107. 
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The durations of stay apply to those discharged and it is not known whether 
the proportion of individuals leaving hospital in a certain period of time is 
higher for first admissions than for readmissions. 


Conclusions 


(i) First admissions are not uniformly defined throughout Canada. General 
agreement and uniform application of a definition is required. 


(ii) Changes in first admission rates do not indicate changes in the occur- 
rence of illness, but reflect hospital and community differences. Between 1932 
and 1960 first admission rates have increased to a lesser extent for psychoses 
than for the other illnesses. 


(iii) Dominion Bureau of Statistics publications do not have adequate 
tabulations for assessing the factors involved in the wide provincial differences 
in rates of first admission. Tabulations must be provided which are specific by 
type of institution. 


(iv) In 1960 less than one-fifth of first admissions to mental hospitals were 
voluntary. More detailed analyses of method of admission are required. 


(v) Marked increases in the number of readmission-events have occurred, 
both in terms of the number of events per individual as well as the number of 
individuals being readmitted. Better tabulations of existing data are necessary. 


(vi) Longitudinal studies of first admissions are essential for establishing 
the relations between the rate of return, the number of readmission-events, 
and the total amount of hospital care over a period of time. 


CHAPTER 7 


SEPARATIONS FROM PSYCHIATRIC INSTITUTIONS 


Definition of Separations 


Separations include patients who have left the hospital by discharge, death, 
or transfer to another hospital. 


Discharge refers to a patient released from the supervision of the hospital 
authorities. Patients on probation or boarded out are not considered as 
discharges.! A person on probation remains legally under the control of the 
hospital and may be returned to institutional care, if necessary.2 When the period 
of probation ends (usually within six months) the patient is discharged. Persons 
admitted on a voluntary basis may be discharged upon request in some 
psychiatric institutions, or within three to fourteen days of giving written notice 
in other institutions. Non-voluntary patients may be legally compelled to remain 
in hospital. Patients leaving without medical approval are termed “discharge 
against advice”. 


Death refers to a patient who dies in the institution, or while boarding out 
or on parole or while otherwise on the books of the institution.2 As noted by 
Thurnam, the definition is “altogether unsusceptible of misapplication”.4 In 
contrast to admissions and discharges, the number of deaths represents undu- 
plicated individuals for whom the event will not recur. 


Transfer refers to a patient who is transferred out from the hospital to 
another hospital for mental diseases, wherever situated.® Statistical data on 
transfers are difficult to interpret because patients transferred from a non- 
reporting institution to a reporting institution are classed as readmissions by 
Dominion Bureau of Statistics; while patients transferred to non-card-reporting 
institutions from reporting institutions are classed as discharges.®” 


1Dominion Bureau of Statistics, Mental Statistics Handbook, op. cit., p. 28. 


2Department of National Health and Welfare, Research and Statistics Division, Mental 
Health Legislation in Canada, Health Care Series, Memorandum No. 15, Ottawa: Queen’s Printer, 
1960, p. 19. 


3Dominion Bureau of Statistics, Mental Statistics Handbook, op. cit., p. 28. 

¢Thurnam, J., op. cit. 

5Dominion Bureau of Statistics, Mental Statistics Handbook, op. cit., p. 28. 

‘Dominion Bureau of Statistics, Mental Health Statistics 1960, op. cit., pp. 9-10. 

For a patient who has been transferred one or more times, the length of time on books is 
calculated from the date of initial admission; and duration of hospital care for these patients 


(when separated) is the sum of the various lengths of care. The patient’s stay is considered as one 
period of hospital care rather than of separate admissions and separations. 
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Significance of Discharges in Evaluating Hospital Results 


Various characteristics of discharges have been used to indicate the effec- 
tiveness of hospital care. Many of these indices are unsatisfactory. 


Degree of Social Adjustment of Discharges 


Although there are no reliable or valid methods in general use for assessing 
the degree of psychiatric disability, Dominion Bureau of Statistics classifies the 
patient’s condition on discharge in relation to the degree of social adjustment 
which obtained before the illness. 


“..For purposes of statistical comparability, use the following definitions...” 
“Recovered—A restoration to that degree of social adjustment which obtained before 
the illness. 


“Much improved—A near restoration to that degree of social adjustment which 
obtained before the illness. 

“Improved—A partial restoration to that degree of social adjustment which obtained 
before the illness. 


“Unimproved—No restoration to that degree of social adjustment which obtained 
before the illness.’ 


The current definition of recovery is similar to those proposed in the 
previous century. 


“The proof that a man living in an asylum has completely recovered, and that no 
residue and no weakening of the intellect remain, will be obtained if the man can 
return to the former condition, to his work and his vocation, and is able to perform 
his duties as before his illness.’’10 


“The term recovered as applied to those cases only in which the patient is so far 
restored as to appear capable of performing, with propriety, the duties belonging to 
his social and civil position...”11 


Number of Discharges 


“Except as a point of general interest, however, little is to be gained by discussing 
aggregate numbers of discharges... Discharge totals are to a great extent a function 
of admission totals; as the numbers entering institutions rise the numbers leaving also 
Tise.”’12 


Average Stay!8 of Discharges 


“... averages do not adequately describe hospital stay experience. The mean stay of 
discharged cases tends to be influenced by the number of long-term patients who 


8s American Public Health Association: Mental Disorders, A Guide to Control Methods, 
op. cit., pp. 98-112. 


*Dominion Bureau of Statistics, Mental Statistics Handbook, op. cit., p. 30. 

+Tuke, D., A Dictionary of Psychological Medicine, London: J. & A. Churchill, 1892, p. 382. 
SCL MalSbuakeheely, Aig, eho (ethan jee Sys 

2Dominion Bureau of Statistics, Mental Health Statistics, 1956, op. cit., p. 113. 


#2Even the calculation of length of stay is not uniform throughout Canada. ‘For eight provinces 
hospital stay is recorded as the interval between the patient’s latest admission (other than by a 
direct transfer) to his finally leaving hospital, i.e., including intermediate periods of absence, such 
as temporary home leave, trial visits, escape, or unsuccessful probation, but excluding the final 
successful probation period. For Quebec and Ontario the actual number of days in hospital is 
taken.”” Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 26. 
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were discharged during a year. The average increases when more long-term patients 
are discharged in one year than in the year before. This does not necessarily reflect 
less effective treatment; on the contrary, it might suggest that treatment of an 
increased number of chronic patients was successfully terminated than during the 
previous year.’’14 


“...a relative increase of long-term patients among discharges evidently influences 
the mean considerably, and the mean length of stay is therefore not a reliable 
measure of treatment efficacy.”15 


Distribution of Various Lengths of Stay among Discharges 


“In order to describe stay experience more adequately, frequency distributions may 
be constructed either as diagnostic comparisons or as time series...statistics show 
that stay periods have generally been decreasing. They do not prove, however, that 
the total average of hospital stay of patients has decreased, since the tabulations were 
derived from the latest stay periods of discharged cases and not from the total 
hospital experience of patients.’’16 


Relation of Discharges to Admissions, or Patients on Books 


More satisfactory methods of analysis involve considering discharges in 
relation to admissions or patients on books. 


Tabulations showing the number of patients remaining at the end of the 
year from those admitted during the year have been published by the Ontario 
Mental Health Branch (see Table 12-8). Similar tabulation can be derived for 
Canada for larger periods of follow-up (see Chapter 10). 


Net release stay—specific rates per 1,000 average resident patient population, 
described by Kramer,!7 could be calculated by DBS with the data available to 
them, but have not been published in any of the Annual Reports. 


Actuarial analyses provide better estimates of the degree of retention and 
separation after various lengths of hospital stay, and of the amount of hospital 
care required for a group of admissions. Such analyses require data on the 
characteristics of the population remaining under hospital care, as well as the 
characteristics of discharges and deaths. 


Up to the end of 1955, the characteristics of the patients remaining under 
hospital care were not known. 
“We should also point out that we cannot at present compute rates of discharge for 
particular patient characteristics such as age and sex because the denominator in the 
calculation is lacking. This denominator, representing the ‘population at risk” of 
discharge—i.e—the patients on books, classified by corresponding characteristics, is 
not yet available.’’18 


14Dominion Bureau of Statistics, Mental Health Statistics, 1957, Ottawa: Queen’s Printer, 1959, 
p. 105. 


Dominion Bureau of Statistics, Mental Health Statistics, 1958, Ottawa: Queen’s Printer, 
1960, p. 99. 


1Ibid., 1957, p. 106. 


17Kramer, M., Problems in the interpretation of trends in the population movement of the 
public mental hospitals, Am. J. publ. Hlth. 48:1003-1019, 1958. 


18Dominion Bureau of Statistics, Mental Health Statistics, 1956, op. cit., p. 113. 
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Such rates were published by DBS for certain diagnostic classes for the 
years 1956-1958. 


“For 1960 and the following years, however, it will be possible to calculate rates and 
probabilities with greater specificity as to duration intervals after admission, sex, 
order of admission (first admission or readmission), condition on discharge, and type 
of institution.’’19 


The rates were derived from tabulations and separations that are published 
in Mental Health Statistics and the Supplement: Patients in Institutions for the 
years 1955-1958. The duration of hospital stay of discharges and deaths excludes 
the final probation period; while the time since admission for patients on the 
books includes some portion of the final probation period for patients outside of 
institution but who remain on the books. Because of this discrepancy in defini- 
tions of time since admission for separations and patients on the books the 
ratios in this DBS publication are approximations or estimates of ratios which 
would be derived from data with uniform definitions. 


Lack of Mortality Data for Patients in Psychiatric Institutions 

Death rates for mental hospitals must be adjusted for age, length of stay, 
and diagnosis to provide a more meaningful presentation of the factors associated 
with death in these institutions. Studies of trends in such mortality rates can be 
helpful in assessing the quality of medical and nursing care provided for the 
patients.?° 


Although data were available on the age-sex group, length of stay and 
diagnosis of patients on books during 1955-1960, death rates specific for age 
and length of stay have not been published. Death rates by diagnosis and length 
of stay, prepared for the years 1956-1958, demonstrated the rapid increase in 
mortality with prolonged hospitalization. 


TABLE 7-1 


DEATH RATE’ BY DURATION OF STAY FOR VARIOUS DIAGNOSTIC GROUPS, 
CANADA, 1958 


Duration Interval Schizophrenia| Psychoses Mental 
of Senium Retardation 

Og— SI MON Eh a reraichere chahebenel sheiele leveled otasey tatere aoe -002 ly -010 
T= 4 -MONnthSie ete cienereiere lst ets ceor ahelepescedeie).e) eels -005 185 012 
Ar as BINONCIIS) cenarerereleiel nares starece elses. anere arene te -002 - 168 -010 
ee MAS uN inca sh Aeon aS Uereuad Gn ohig dames -004 - 130 -009 
My — DQuyears) .laiettnctehats «oe Ata toleletatier sane cece 4 -016 - 286 -014 
Daw S*VCAS eed «Gate hace ek ehahetaieheter revere -017 264 028 
Sra VIC ALS x56 ch oravenekeredalcrakarceeheveler snecctelieo susie ls -034 °445 -025 
Si 1O°years a. «ate aes aiistaleuarenete/ ayaa) ol aheye alerts -091 -672 -083 


1 
Death rates are absolute rates, representing the proportion of patients, at beginning of duration 
interval, who would have died within the duration interval if there had been no discharges. 


Source: Dominion Bureau of Statistics, Rates and Probabilities of Separation from Mental Institution 
(1956-1958), op. cit. 
19#Dominion Bureau of Statistics, Rates and Probabilities of Separation from Mental Institutions 
(1956-1958), Ottawa: Queen’s Printer, 1960. 


20 American Public Health Association, Mental Disorders, A Guide to Control Methods, op. cit., 
p. 120. 
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Some of the conclusions in DBS publications, regarding deaths in institu- 
tions, are of questionable validity: 


“The overall average (hospital stay at death) was 87.1 months—emphasizing the fact 
that mental illness is truly a chronic condition.’’21 


Deaths in institutions represent the admissions who have not been dis- 
charged. To estimate the duration of illness on the basis of the length of 
hospitalization at death is fallacious. 


“Mental illness is not, per se, a ‘killing’ condition. The median age at time of death 
of patients who died in mental hospitals has increased at almost the same rate and at 
almost the same level as that for the general population.’’22 


It is not valid to evaluate the mortality associated with hospitalized mental 
illness on the basis of the median age of deaths in mental hospitals. 


Trends in Discharges and Deaths, 1932-1960 
Number of Discharges, and Deaths 


The number of schedule-reported discharges increased from 5,138 in 1932 to 
36,768 in 1960, concomitant with an increasing number of admissions. 


TABLE 7-2 


DISCHARGES BY DISTRIBUTION OF STAY, AND MEAN STAY, CANADA, 1932, 1941, 
1951, 1956 AND 1960 


1932 1941 1956 


ALL DISCHARGES...... 34,981 
Wnder-4 months oo. «eee 28,495 
4-month’s =vliyeariiegc. <s 3,780 
DNV CALS Velen ciene ¢ ite, et 1,151 
2 —5 years i C 742 
ye EC ATS Me «tate, aharatel 4/"eNe) a: 07 813 


6.3 


Mean stay (months) 


1 
Includes 22 patients with unstated length of stay. 


Source: Dominion Bureau of Statistics, Annual Report,:Mental Institutions 1932, op. cit., Tenth 
Annual Report of Mental Institutions, 1941, op. cit., Mental Institutions, 1951, op. ett, 
Mental Health Statistics, 1956 and 1960, op. cit. 


The number of deaths in psychiatric institutions doubled from 2,347 in 1932 
to 4,512 in 1960, and the ratio per 100,000 general population increased from 
22 to 25. The proportion of patients over 60 years among the deaths has 
progressively increased from less than one-half (45.5 per cent) in 1932 to over 
three-quarters (78.5 per cent) in 1960. 


2Dominion Bureau of Statistics, Mental Health Statistics, 1955, op. cit., p. 135; and also 
1956, p. 141. 


22Dominion Bureau of Statistics, Mental Health Statistics, 1954, op. cit., p. 105. 
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TABLE 7-3 


DEATHS BY DISTRIBUTION OF STAY AND MEAN STAY, CANADA, 1932, 1941, 
1951, 1956 AND 1960 


1932 1941 1956 | 1960! 


TOTAL (schedule-reported) ....ccees 2,347 2,628 3,190 4,512 
TOTAL (card-reported) 
MMi Hodcdooagecougasdood dooooc 2,034 2,412 2,980 4,285 
IPSICSMe Godoodnacocopadessn daoode 100.0 100.0 100.0 100.0 
Aged 60 and over 
Number Pei wiace arelelerie etettets and d Goria 925 1,288 2,016 3,365 
BeriCentis cis ois ket otenekatereuel creel cleneltelre tape 45.5 53.4 67.7 78.5 
Duration hospitalization 

before death— under 1 year 
INumibertiracieteters ccetelereet estore Sala Santee 926 932 1,167 1,841 
Percent)... atenaneNeRsieneiatsneteielverstarerae 45.5 38.6 39.2 42.9 
5 years and over 
Number. lets Prete eve treks eruliane arorate 598 1,509 1,307 1,432 
Per Centigaccns covert cee tete scle aad domedc 29.4 37.4 37.0 33.4 


Mean length of hospitalization ...... ane 6.7 7.6 


1Data for Quebec incomplete. Source: Dominion Bureau of Statistics, Mental Health Statistics, 
1960, op. cit., pp. 47, 123, 133; 


Ibid., Tenth Annual Report of Mental Institutions, 1941, op. cit., pp. 72-74; 
Ibid., Annual Report Mental Institutions 1932, op. cit., pp. 63-64. 

Ibid., Mental Institutions 1951, op. cit., pp. 166-167; 

Ibid., Mental Health Statistics, 1956, op. cit., pp. 153, 156. 


Length of Hospitalization of Discharges, and Deaths 


Discharges within four months of admission have shown a greater increase 
between 1932 and 1951 than discharges after four months. The large increase of 
discharges within four months for the years 1956-1960 is in large part due to 
discharges from psychiatric units of general hospitals. The number of discharges 
with four or more months of care increased three and a half times from 1,841 in 
1932 to 6,484 in 1960. 


The mean stay of discharges decreased from 18 months in 1941 to 6.3 
months in 1960, but there were large differences in the personal and diagnostic 
characteristics of discharges for these years as well as in the characteristics of 
reporting institutions. 


The duration of hospital care for deaths changed relatively little between 
1941 and 1960, 6.7 and 7.6 years respectively. Similarly, the distribution of 
length of stay changed little between 1941 and 1960; about two-fifths of deaths 
occurred within one year of admission, and one-third occurred after five years of 
hospital care. 


Deaths occurring within one year of admission were largely in those 
diagnosed as psychoses of the senium, while those after five years of hospital care 
occurred in patients diagnosed as schizophrenia, and mental retardation (see 
Appendix 7-1). 
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Nearly one-half of all separations after one year of hospital care were 
deaths during 1956-1960. 


TABLE 7-4 
SEPARATIONS AFTER ONE YEAR OF HOSPITAL STAY, 1956-1960 


Discharges, .... AGE SE4 ROH Hib + Pr SORE 125475 =) 52.0% 
IDSETINS Sk BERR BBS he SS es Ae eae ae 11,512 = 48.0% 


Source: Appendices 7-1,7-2. 


Provincial Differences in Mean Stay of Discharges, 1960 


The mean stay for all discharges during 1960 averaged 6.3 months national- 
ly, ranging from 4.4 months in British Columbia to 7.8 months in Saskatchewan. 
Mean stay of discharges from various types of institutions varied from 0.7 
months in public psychiatric units to 40.5 months for discharges from public 
hospitals for mentally defectives.22 The mean stay of discharges from public 
mental hospitals varied widely between provinces, and between 1956 and 1960. 


TABLE 7-5 


DISCHARGES FROM PUBLIC MENTAL HOSPITALS, MEAN DURATION OF STAY 
(DAYS), CANADA AND PROVINCES, 1956 AND 1960 


1956 1960 
o) ces 386 322 
INewioundlandment rac otetet is clove srevel es eas esis sie ee 0 eye walters 483 195 
Princeredwardilsland (ad ceiaicc sie cchaelenee sale e 6 ol alenel etenaaiets 533 195 
INOAUSCOLIAL. BEPactatieinctavedelehele leo aici chekevatere « fel gielehe « ‘alle tela er 158 207 
ING wabsciiiys wi Chet. c a chele do ote ole «ce felal'e e ctepede tele eharsichele ake «le 243 161 
MUCH EOD cha chilatadils <lelate aiete chats ¢ cj eltce oe olelanslelebaieahdters se « haéte 452 478 
Ont anopemrend sre eoarak elie Tetate.« cheltele seretehaehe aiel dhe cape aclelele ls Sd) slaves 348 310 
Manito biaers titers clereicictecckelels chasers t olsioxel abelietars <alebaiel che peveyerd tate 367 548 
Saskatchew ati 5 datehecsishemteedales cele nicer eulshs fe alelelelaiayene’s. ote 366 383 
Poni lover qeel eck GG CROMCLD CX MERCH Oley POT AER Cnc THERMO RC) ORIEL OD OF Oke Fy CaCO 612 243 
British Columbiana «itatslsiels alele's oles slafetaia e/etaidle aye «eisie ¢ « 449 if. 356 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1956, op. Cit., pe 135; and 1960, 
pp. 115—116. 


The mean stay is biased by extreme values. For 1960, the 368 patients 
discharged after 10 years of hospital care had at least 44,000 months of hospital 
care. This was three times greater than the hospital care of the 15,694 cases who 
were discharged within one month of admission.*4 


23Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 115-116. 
24 Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 113. 
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Discharges against Advice 


The proportion of discharges leaving against medical advice decreased from 
5.1 per cent (N=1,257) in 1956 to 4 per cent (N=1,408) in 1960. In 1960, 4 per 
cent of discharges from public mental hospitals and 3 per cent of discharges 
from public psychiatric units”> left against medical advice. 


The relation of discharges against advice to voluntary admission is recog- 
nized by DBS: 


“As distinct from the patient admitted by commitment or warrant, the voluntary 
patient is at liberty to leave the institution at any time, whether or not his departure 
has medical approval. Thus one might expect that the rising voluntary percentage 
would be accompanied by a rising proportion of discharges against medical advice. 
One might further guess that the absence of the latter rise resulted from a 
concomitant increase in satisfaction, on the part of the voluntary patients, with the 
care they were receiving. The facts are that over the four years (1953-1956) for which 
comparable data are available, no rise has occurred in ill-advised departures’’.26 


An appropriate measure of the frequency of discharges against advice 
among discharges who were admitted on a voluntary basis would be the ratio of 
discharges against advice among discharges who were admitted on a voluntary 
basis. 


Data have not been published on the number of discharges from public 
mental hospitals, who were admitted on a voluntary basis. In public mental 
hospitals during 1960 there were 4,741 voluntary admissions,?* and 738 dis- 
charges against advice out of 17,021 discharges. This would indicate that the 
frequency of discharge against medical advice among patients admitted on a 
voluntary basis to public mental hospitals would be higher than 4 per cent. 


Utilization of Hospital Care by Discharges, and Deaths 


During the five-year period, 1956-1960, a total of 150,070 discharges, with an 
aggregate stay of 85,740 years, were reported from Canadian psychiatric 
institutions. Nearly one-half of these discharges (N=71,527) were from public 
mental hospitals, and they had accumulated a total of 69,421 years of hospital 
care, 81 per cent of the hospital stay of all discharges. Another 1 per cent of 
discharges (N=1,689) were from public hospitals for mentally retarded, and 
they had spent 6,488 years in hospital, 8 per cent of the total. On the other hand, 
21 per cent (N=31,218) of the discharges were from public psychiatric units, 
and they had utilized less than 3 per cent of the hospital time spent by all 
discharges. 


There were 19,625 patients who died during 1956-1960, having spent some 
147,000 years under hospital care during their last hospitalization. Between 1956 
and 1960 the number of deaths and aggregate stay increased, but the mean stay 
remained at about seven and a half years. The mean stay of deaths was higher in 
hospitals for mentally retarded than in mental hospitals. 


Ibid., 1960, p. 118. 
26Ibid., 1956, p. 116. 
*"Ibid., 1960, pp. 58, 88 and 118. 
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Because of the long mean stay of patients who died in hospital, the total 
period of continuous hospital care prior to death is large.28 The 19,625 patients 
who died in psychiatric facilities during 1956-1960 had 147,000 years of hospital 
care during their last hospitalization. This amount of hospital care was 70 
per cent greater than the 86,000 years of hospital care utilized by the 150,070 


discharges during the same period. 


TABLE 7-6 


DISCHARGES BY TYPE OF INSTITUTION, NUMBER OF DISCHARGES, 
AGGREGATE STAY (IN THOUSANDS OF DAYS) AND MEAN STAY (IN DAYS), CANADA, 


1956—1960 
1956 1957 1958 1959 1960 
ache eo 
All institutions 
Number of discharges ....... 24,955 26,707 30,241 33,186 34,981 
Ageregate stay (thousands) .. 5,397 5,187 7,651 6,358 6,702 
Meantstay , sreasie che + stayers. <6 216 194 253 192 192 
Mental hospitals, public 
Number of discharges ....... 11,658 12 iS 14,844 15,291 17,021 
Aggregate stay (thousands) .. 4,502 4,309 6,249 4,791 5,488 
Meanistays icin cin. ai cicleleials ee « 386 339 421 3S S22 
Hospitals for mentally 
retarded, public 
Number of discharges ....... 264 253 374 322 476 
Aggregate stay (thousands) .. 316 339 665 462 586 
Mean stay e@aeaeeoeaeoeeeee eevee 1,198 1,340 1,779 1,436 1,232 
Psychiatric hospitals, public 
Number of discharges ...... 5,423 Bye 5,510 5,443 5,381 
Aggregate stay (thousands).. 196 197 204 2U5 229 
Meant stay Mins aie atarets s'e%e cielo s 38 36 37 40 43 
Psychiatric units, public 
Number of discharges....... 4,713 5,036 5,856 7,907 7,706 
Aggregate stay (thousands).. 114 123 135 192 164 
Mean Stayiict.scis.c7s sere ete aiere 24 24 23 24 Ppa 


—* 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1956, op. cit., p. 135; 


ibid? 1957, psti25; 
ibid., 1958, p. 115; 
ibid., 1959, p. 121; 
ibid., 1960, pp. 105, 115. 


283Dominion Bureau of Statistics, Mental Health Statistics, 1956, p. 141. 
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TABLE 7-7 


DEATHS BY TYPE OF INSTITUTION, NUMBER 
OF DEATHS, AGGREGATE STAY (IN THOUSANDS OF DAYS), AND 
MEAN STAY (IN DAYS), CANADA, 1956—1960 


All institutions 


Deaths... scsss sis-sisielsre aoonoo || Shes 3,989 STS) 4,153 4,285 

Aggregate stay (thousands) . | 9,208 10,827 10, 423 11,217 11,899 

Mean Stayr. sic srcrsrereis tele ere e on OOO 2,714 2,761 2,701 2,777 
Mental hospitals, public 

Deaths savereionelerstorsterette 580000 60)) PRED 3, 248 3,065 3,461 3,623 

Aggregate stay (thousands).. 7,923 9,040 8,797 95537 10,270 

WEEN EAT Sonogoucononsconc || PEs 23183 2,870 2; 79907 2,834.8 
Hospitals for mentally retarded, 

public 

DCATS Sure cteteteteter ele ete cieletcte eve 154 233 165 185 189 

Ageregate stay (thousands) .. 504 USit 622 631 653 

Means taytrrercrereiereteievercrencnere 5 |) SHAW 37222, 3,770 3,413 3,455.3 
Psychiatric hospitals, public 

Death Sir toterteteReretereteensnelononcrens 45 49 45 38 16 

Aggregate stay (thousands).. fl 1 11 i = 

Mean (stays s:ihsci scelnes atone 250.67 29 255 18. 2 21.3 
Psychiatric units, public 

Deathsiciic ce ce cteveves eiorerscssee 20 30 

Ageregate stay (thousands) .. _ a 


Meanvstay io cntevecieteteteterc creer 


1 Skewed because of 3 patients in Manitoba with total of 8,674 days. 


Source: Dominion Bureau of Statistics, Mental Health Statistics 1956, op. cit., pe 1553 
ibid., 1957, pe 145; 
ibid., 1958, pe 138; 
ibid., 1959, p. 134; 
ibid., 1960; p. 125. 


Nearly one-half of the deaths between 1956-1960 were diagnosed as 
psychoses of the senium. These cases had a mean stay of about 2.3 years, and a 
total stay of 22,000 years. One-sixth of the cases were diagnosed as schizophrenic 
and paranoid psychoses, with a mean stay of 21 years and a total stay of 64,000 
years. Patients diagnosed as mental retardation made up approximately one- 
tenth of the deaths with a mean stay of 13 years, and a total stay of 25,000 years. 


SEPARATIONS FROM PSYCHIATRIC INSTITUTIONS 


FIGURES" 


AGGREGATE LENGTH OF HOSPITAL STAY 
SINCE LAST ADMISSION, 
FOR DISCHARGES AND DEATHS, 
CANADA, ALL PSYCHIATRIC INSTITUTIONS, 1960 


YEARS YEARS 
35,000 35,000 


30,000 


25,000 


15,000 15,000 


DISCHARGES DEATHS 
(N=34,981) (N=4,285) 
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TABLE 7-8 


DEATHS BY DIAGNOSTIC GROUP; 
NUMBER OF DEATHS, AGGREGATE STAY (IN MONTHS), 
AND MEAN STAY (IN MONTHS), 
CANADA, 1956—1960 


1956 1957 


3,423 3,989 
302,730 | 355,963 
88.4 89.2 


ALL DEATHS Number...... reer 
Aggregate stay ... 
Mean stay.......- é 


3,775 4,153 4,285 
342,667 | 668,786 | 391,221 
90.7 88.8 91.3 


ALL PSYCHOSES Number ..... atere 2,892 3, 358 3,212 3,367 3,503 
Aggregate stay.... | 240,083 | 282,061 | 277,729 | 288,552 | 308,965 

Mean stay..... Efo% 83.0 84.0 86.5 85.7 88. 2 

Psychoses Numberitterrcrctetecrs 1,694 2,000 1,925 1,936 2,020 
of senium Aggregate stay ... 45,556 60, 229 51,263 52,078 52,924 
Mean ‘stayin ees se 26.9 30.1 26.6 26.9 26. 2 

Schizophrenic Number ........ 486 519 526 570 607 
reactions Aggregate stay ... 120,912 | 135,791 | 140,299 | 144,951 | 164,558 
Mean stay..... ater 248.8 261.6 266. 7 254. 3 PiTfalgak 

Paranoid Number 65 79 Tah 56 70 
reactions Aggregate stay ... 11,165 12,058 14,657 9,884 13,664 


171.7 152.6 


140 157 


18,047 19, 339 
128.9 


52 


190.4 176.5 195.2 


174 192 208 
21,950 23, 347 25,605 
126.1 121.6 123.1 


53 72 78 


Mean stay........ 


Manic-depressive Number.......... 


reactions Aggregate stay ... 
Meany stay tiie siere 


Involutional Number joo eoe 


penne ice ee eee es (imeem 4s) | Pied, oe: 

MENTAL Number.......... 355 402 333 414 405 

RETARDATION Aggregate stay ... | 53,840] 60,506 55,517 | 61,562 | 66,137 
Mean stay........ 57 150.5 166. 7 


148.7 163. 3 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1956, 1957, 1958, 1959 and 1960, 
op. cit. 


Conclusions 


(i) The marked increase in the number of discharges between 1932 and 1960 
was made up largely of patients staying under four months. 


(ii) During 1956-1960 nearly one-half of all separations with more than one 
year of hospital care were deaths. 


(iii) The 19,625 patients who died during 1956-1960 had spent 70 per cent 
more time in hospital than had 150,070 discharges. 


(iv) Better methods of describing condition on discharge should be 
developed. 


(v) The Dominion Bureau of Statistics continues to employ unsatisfactory 
indices of duration of stay. Actuarial rates of discharge and death, described for 
1956-58 but not continued, should be resumed. 


CHAPTER 8 


PATIENTS IN PSYCHIATRIC INSTITUTIONS 


Introduction 


Definition of Residents, and Patients on the Books 


A resident is a patient in hospital while patients on books are those for 
whose care the psychiatric institution is responsible. Most of the patients on 
books are residents. In addition to residents, patients on books include patients 
who are in boarding homes under the supervision of a psychiatric institution; on 
probation;! or otherwise absent on trial-week-ends, holiday visits, etc., but for 
whom return is usually intended. 


The proportion of the patients on books who were on probation or in 
supervised boarding homes has increased from 5.6 per cent in 1932 to 13.2 per 
cent in 1960. Factors other than the degree of recovery are associated with a 
committed patient being placed on probation upon leaving the hospital, and on 
the duration of probation itself. The sex ratio of patients on probation differs 
from the sex ratio of discharges. At the end of 1960, there were nearly 50 per cent 
more females (N=3,862) than males (N=2,681) on probation from public 
mental hospitals.? 


The proportion of residents among patients on books of public mental 
hospitals at the end of 1960 was 86 per cent nationally, and ranged from 64 per 
cent in Prince Edward Island to 100 per cent in Newfoundland. 


The date for which national statistics on residents and patients on the books 
are compiled is December 3lst. This date is particularly prone to seasonal 
variation. Although Canadian public mental hospitals had an average of 52,194 
patients hospitalized through 1960, at December 3lst there were 50,742 resi- 
dents.3 


1Patients on probation are legally committed patients considered well enough to leave hospital, 
but who are not discharged in full and may be returned for further hospital care without 
additional legal formalities. 


2Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
1960, op. cit. 


3Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 36-37. Difference 
between this figure and total shown in Table 8-1 is due to reclassification of one institution. 
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Significance of Ratios of Patients in Residence, and on Books 


Ratios of patients in residence are affected by rates of admission and 
separation and are, therefore, affected by a large number of factors which 
include the number of beds available, characteristics of the patients admitted, 
the severity of their illness, the demographic characteristics of the communities 
from which these patients are drawn and to which they return, the presence or 
absence of other facilities for the care and treatment of the mentally ill, the 
official and unofficial policies of the hospital which affect the admission or release 
of patients, the staffing patterns and treatment programs, the philosophy of the 
hospital with respect to the degree of improvement expected of the patients prior 
to return to the community, and the attitudes of the patient’s family and the 
community toward the mentally ill and the mental hospital.4 


TABLE 8-1 


PERCENTAGE OF PATIENTS ON BOOKS IN RESIDENCE DECEMBER 31, 
SCHEDULE-REPORTING PUBLIC MENTAL HOSPITALS, CANADA, 1960 


Patients on books Patients in residence 


No. = 100.0% No. Zo 


CANADA $7 :42-.P rs og Ten pines 58,757 50,249 86 
Newfoundland. Aas y ene ee Cee 928 928 100 
Prince: Edward Islandia seers 473 303 64 
Nova Scotia face cs sks ee ors 2,425 2,242 92 
NewsBrunswicksss. .f\. stein steaete seus 27X31 1,839 82 
Quebeo*; Brass, die Aan. Leeson 19,790 17,719 90 
Ontariovn cnet cone eacinte soma marta ates 19,507 15,507 80 
Manitoba se ios. cin cress tetepera ones tore are esis 3,047 2,765 91 
saSkatchew.anis « «..-cycislssae' cpeuenstols ohemsle te 3,02 Sp Pail 91 
Alberta, Snwwel .: anterior. Sikes ehedeke 3,147 2,689 85 
British- Columbia jeer btorienton-ciee 3,687 3,036 82 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960 Supplement; Patients in 
Institutions, op. cite, pp. 15— 18. 


The number of patients on books is affected by provincial and institutional 
differences in discharge policies and procedures. It is paradoxical that patients 
attending day- or night-hospitals of psychiatric units in general hospitals are not 
considered as patients on books, while patients who have left mental hospital on 
probation, and who may not be regularly seeing a physician, are included as 
patients on books. The index of patients on books is becoming less useful as the 
proportion of residents decreases. 


Trends in Resident Patients, 1932-1960 


Number and Ratio of Patients 


While the number of patients on books of psychiatric institutions more than 
doubled from 35,279 in 1932 to 76,542 in 1960,° the number of residents increased 


4American Public Health Association, Mental Disorders, A Guide to Control Methods, op. cit., 
p. 105. 


5Over five-sixths of the residents in psychiatric institutions at June 1, 1931 were first 
admissions. It is not known what proportion of current residents are first admissions. 
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less, from 33,290 to 66,339. The national ratio of residents to population increased 
from 317 per 100,000 in 1932 to 372 in 1960. A similar degree of change did not 
occur in all provinces. Between 1932 and 1960, the proportion of the population 
in psychiatric institutions decreased in British Columbia, remained constant in 
Prince Edward Island, increased markedly in Saskatchewan and increased to 
lesser extents in the remaining provinces. Between 1955 and 1960 the ratio of 
residents (at Dec. 31) to population declined from 406 per 100,000 to 372 per 
100,000 while the average number of in-patients decreased from 418 per 100,000 
in 1955 to 385 in 1960.6 


TABLE 8-2 


PATIENTS IN PSYCHIATRIC INSTITUTIONS AT DECEMBER 31, 
RATIO PER 100,000 POPULATION, 
CANADA AND PROVINCES, 1932, 1941, 1951, 1956 AND 1960 


1932 1941 


1 Quebec data for 1960 incomplete. 
2 Included patients in provincial infirmary. 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, Ottawa Queen’s Printer, 
1962, p. 41. 


Type of Institution 


Between 1932 and 1960 the number of institutions increased and specialized 
facilities were expanded and developed for the mentally retarded, aged and 
senile, and epileptic. Increased provision was made for intensive treatment in 
psychiatric hospitals and psychiatric units of general hospitals.? The proportion 
of residents hospitalized in public mental hospitals decreased from 91 per cent 
in 1941 to 76 per cent in 1960. 


Nationally, the number of residents in public mental hospitals decreased 
between the end of 1958 and 1960, and the number in 1960 was 239 less than at 
the end of 1955. However, this reduction in large degree reflects policy changes 


®Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 30. 


7National data are not available on the development of admission or intensive treatment units 
within public mental hospitals. 
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regarding holiday visits, since the average daily population increased from 49,537 
in 1955 to 52,194 in 1960. Annual decreases have occurred consistently between 
1955 and 1960 for public mental hospitals in Saskatchewan, and British 
Columbia. 


TABLE 8-3 
PATIENTS IN PSYCHIATRIC INSTITUTIONS, AT DECEMBER 31, 


BY TEYPE OF INSTITUTION, CANADA, 1941, 1951, 1956 AND 1960 


1941 1951 1956 
ALLUINS TITUTIONS: 25 Saeeeeeere 45,135 55,395 65,107 66,339 
Mental hospitals,! public........... 40,980 48,493 Sy iif/ 50,742 
Hospitals for mentally retarded, public| 2,845 4,903 8,716 10,844 
Psychiatric hospitals, public....... 97 SS 523 443 
Federal institutions’ oases ioe 744 1,367 1,455 1,299 
Privatesins titullonsiayiecicie erie 469 319 386 319 
Psychiatric units, public........... ‘A, = 676 680 
Aged and senile homes, public...... a = 1,758 1,742 


256 210 


Epilepsy hospital, public........... = = 


1 Includes county and municipal hospitals. 


Source: Dominion Bureau of Statistics, Mental Institutions, 1951, op. cit.» p» 13. 


TABLE 8-4 


PATIENTS IN PUBLIC MENTAL HOSPITALS AT DECEMBER 31, 
CANADA AND PROVINCES, 1955-1960 


CANADAGR Nise cps atdeee HO O,0Sm 50,742 
Newfoundland sy 2sc. sc ete relate 920 928 
Prince Edward Island ...... 309 303 
INOV aH SCOLLal ns ais ofa: evetereleneters 2,786 2,242 
New Brunswick ....cceeece 1,835 1,839 
QuebeoF acs. cc «ec ee etl aer GO 17,719 
Ontarioescccsccccccccecces | 15,839 16,000 
Manitobatetere. sis os istevershetetsrers 2,820 PRS) 
Saskatchewan «4 <0. cele owes 3,651 See 
AIDertarsters eitss erele siete lc atelercicte 2,689 
British, Columbia 2... cls 


1 


Includes county and municipal hospitals. 
2 Data incomplete for 1959-1960. 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1955, p. 162; 1956, p. 170; 1957, p. 160; 
1958, pp. 12-13; 1959, pp. 42-43; 1960, pp. 36-37. 


In contrast to the decreased number of residents in mental hospitals, the 
number in hospitals for mentally retarded increased consistently between 1955 
and 1960, a five-year increase of 2,870 or 36 per cent. 
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TABLE 8-5 


PATIENTS IN PUBLIC HOSPITALS FOR MENTALLY RETARDED, DECEMBER 31, 
CANADA AND PROVINCES, 1955 — 1960 


1955 1956 1957 1958 


CANA DA. a4 rotate Gye. « 7,944 8,716 9,032 9,456 10, 266 10,844 
Novatscotiagar.....% faye. . 147 iUS7/ 160 159 161 161 
OUS DEC tad «75. elas Aout « 726 1,026 1,039 1,054 Lat 1,168 
On tanlopey semi clots sss 3,453 y/o 3,924 4,074 4,346 4,585 
Manitobaty fi site. ms aie0. 6 765 776 818 908 935 1,009 
Saskatchewan Jeu... ce.. 939 1,097 1, 116 1,122 ads L027 
Allbertay penny tomes. .:,¢ Saints « 695 671 698 798 tee 1,432 
British Columbiays 4.1 6a. «. 1219 1,238 D2 1,384 1,370 1,362 


1 Data incomplete for 1959 — 1960. 


Note: There were no public hospitals for mentally retarded in Newfoundland, Prince Edward Island 
or New Brunswick. 


Source: Same as Table 8— 4, 


Personal Characteristics 


Relatively little national data are available on the personal characteristics of 
residents, beyond tabulations on sex and age from the decennial census. The 
proportion of the population resident in psychiatric institutions was higher for 
males than for females in 1931, 1951 and 1960. 


TABLE 8-6 


RESIDENTS IN PSYCHIATRIC INSTITUTIONS, RATE PER 100,000 POPULATION, 
BY SEX, CANADA, 1931, 1951 AND 1960 


Source: Dominion Bureau of Statistics, Census of Canada, 1931,Vol IX. op. cit. 
Dominion Bureau of Statistics, Census of Mental Institutions, June 1, 1951; 
Reference paper No, 36, Ottawa: Queen’s Printer 1952; 

Dominion Bureau of Statistics, Mental Health Statistics, Supplement: 
Patients in Institutions 1960, op. cits, p. 15. 


The ratio of residents also varied with age. For patients resident in institu- 
tions the peak ratio was reached for the age group 55-64 in 1931, and in 1951 
for those aged over 75.89 This change between 1931 and 1951 represents de- 
creased mortality among older residents of mental institutions, and increased 
admission rates for the older age groups in the population. 


In-patient rates for married persons (224 per 100,000) were less than half 
those for single persons (530 per 100,000) in 1951.19 Comparable data were not 
available for other years. 

8Dominion Bureau of Statistics, Census of Mental Institutions, June 1, 1951, op. cit., p. 8. 
®Data on the age distribution for residents at the end of 1960 were not available. 


10Tbid. 
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TABLE 8-7 


RESIDENTS IN PSYCHIATRIC INSTITUTIONS, BY AGE GROUP AND DIAGNOSIS, 
NUMBER AND RATIO PER 100,000 POPULATION, CANADA, 1931 


| 
ALL |Under 
10 | 10-19 | 20-29 | 30-39 | 40-49 | 50-59 | 60-69 | 70+ 
ALL DIAGNOSES No. Sst | Aus) Aas: SA 3,569 | 2,207 
Ratio 301 19 107 222| 428 570 680 680 640 
Schizophrenia and 

paranoid No. 14,269 1 108 | 1,409 |3,325 |4,139 |3,112 | 1,534 581 
psychoses....... Ratio L38mi 5 83] 238 336 364 292 169 
Affective No. 3,273 1 39 187) 418 779 929 638 263 
psychoses ...... Ratio 3 || = 2 11 30 63 109 122 76 
Psychoses of No. 1,753 = 2 3 8 36 170 541} 984 
Senium 7.4 cere 16) Eeat1o 17 Saree ie a 1 S 20 103 286 
Without No. 7,484 | 409 |1,917 | 1,544]1,267 953 765 393 191 
psychosis!...... Ratio DP 19 91 91 91 78 90 US 55 


1 : : 
6,917 patients of the 7,484 patients without psychosis were diagnosed as mentally retarded. 


Source: Dominion Bureau of Statistics, Seventh Census of Canada, 1931, Vol. IX, op. cit., p. 210. 


Patients with Mental Retardation, 1932-1960 


The number of patients on books diagnosed as mental retardation doubled 
between 1932 and 1951 (6,536 to 14,063). Between 1951 and 1960, the number 
with mental retardation increased by one-half, while patients diagnosed as 
psychotic increased less than 10 per cent. 


TABLE 8-8 
PATIENTS ON BOOKS,’ BY DIAGNOSTIC GROUP, CANADA, SELECTED YEARS, 
1932 — 1960 
1932 "a 1941 1951 1956 fA 1960 
haat kel ni 


ALL DIAGNOSES ...ecceeeees 35,279 49,245 60,263 69,066 755443 


Mental retardation (without 


psyehesisyee nes ae eee 6,536 10,249 14,063 17,958 21,046 
All psychoses .. sain woes lee eo 38,088 42,874 | 45,847 46,934 
at mony afer 


1 
Schedule-reported, 1932, 1941, 1951. 
Card-reported, 1956, 1960. 


2 . 
Included psychoneuroses and behaviour disorders in 1932 and 1941. 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions 
1955°57, Ottawa: Queen’s Printer, 1960,pp. 36-37; Ibid., 1960, Ottawa: Queen’s Printer, 
1962, pp. 21-22; Annual Report Mental Institutions 1932, op. cites pp. 13-14; Tenth Annual 
Report of Mental Institutions, 1941, op. Cite, ps 11; Mental Institutions 1951, op. cite, 
pp. 13—14. 
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PATIENTS WITH PSYCHOSES;OR MENTAL DEFICIE 


NCY 


NUMBER ON THE BOOKS OF PSYCHIATRIC INSTITUTIONS, 


CANADA, DEC. 31, 1932,1941,1951,1956,1960 


(SEMI-LOGARITHMIC SCALE) 
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50,000 
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The ratio of mentally retarded patients on the books to population, increased 
from 62 per 100,000 population in 1932 to 117 per 100,000 in 1960, while that for 
patients with all types of psychoses increased from 229 per 100,000 in 1931 to 260 
per 100,000 in 1960. 


Increased accommodation in separate institutions for mentally retarded has 
resulted in the transfer of some retarded patients formerly in mental hospitals, as 
well as for the admission of additional patients from the community. In 1955, 49 
per cent of patients with mental retardation were in hospitals for mentally 
retarded in contrast to 61 per cent in 1960. The number of patients with mental 
retardation increased 21 per cent from 17,378 in 1955 to 21,046 in 1960. More 
marked increases occurred in the number with mongolism (65 per cent) and 
those with borderline intelligence (67 per cent). 


TABLE 8-9 


PATIENTS ON BOOKS WITH MENTAL RETARDATION, BY TYPE, 
CANADA, 1955 — 1960 


1958 1959 


MENTAL RETARDATION 17,958 21,046 
LdiO GY i aperetet oie ae eel ete altel ae 3,580 3,734 3,810 4,415 
Imbecilitys hic aleieiae « o/s eee 6,606 6,770 6,945 thet hi/ i 
Moro niscelerateleieletaiciels ete) s) cre 4,299 4,426 4,596 5,189 
Borderlineitr, «crete cauelsts/ele 345 393 
MongoliiSni ays cdeis «ie TUS 854 
EDGE yatere tele celereheiel srs aie 1,773 | 1,781 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
op. cit., 1955-1957, pe 37; 1958, pe 21; 1959, pe. 24; 1960, p. 22. 


Patients on Books, 1955-1960 


A census of patients on books at the end of the year has been compiled 
annually since 1955 (see Appendix 8-1). Dominion Bureau of Statistics has 
published tabulations based on the content of the census, namely age, sex, 
diagnosis, year of admission, type of institution, and province. The tabulations 
are restricted in scope, both by the limited data available on the census card, 
and by the methods of analysis employed. Additional data should be added from 
those available on the admission cards, and longitudinal analyses should be 
employed, as described in Chapter 10. 


Personal Characteristics 


Sex-specific ratios were higher for males than females at each age-group up 
to the age of 69, then became higher for females for older age groups. The ratios 
increased progressively with age. Between 1955 and 1960 decreased ratios 
occurred for males aged 40-59 and females aged 30-59 (see Appendix 8-2). 


Diagnostic Characteristics 


Decreases in the rate per 100,000 for psychoses have occurred for both males 
and females for each decennial group between ages 20 and 69. The ratios for 
mental retardation have increased in each age group. 
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Among functional psychoses the peak rate occurred for the groups aged 
60-69, while for mental retardation the highest ratios were in those aged 10-19 
(see Appendices 8-3,-4). 


Time since Admission 


At the end of 1955, 58.6 per cent (N=39,548) of patients on the books had 
been admitted more than five years previously. By the end of 1960, 56.6 per cent 
of the patients had been on the books continuously for more than five years 
but the absolute number had increased to 42,660.11 


Between 1955 and 1960, the number of patients with two to five years 
continuous care decreased from 10,941 to 9,871, while patients admitted more 
than five years previously increased from 39,548 to 42,660. There was a higher 
proportion of recent admissions among the patients on books at the end of 1960 
than in 1955, and so the median length of stay was reduced from 91 months to 84 
months. 


TABLE 8-10 


DISTRIBUTION OF LENGTH OF STAY OF PATIENTS ON BOOKS, ALL PSYCHIATRIC 
INSTITUTIONS, CANADA, 1955 AND 1960 


1960 
Per cent No. pee cent 
NEVINS Gaertn MOOS e SOTA. Hons Soe ne 67,525 100.0 75,443 100.0 
Under 4imonths 0 .o5 dtm s ewatoe ae 5,563 8.2 8,016 10.6 
AV= SeMOnthSmauustre ssiereere 4s 41.6 3,629 5.4 4,976 6-6 
STS Months aystehere deters ave'e clove 2,420 3.6 4,047 5.4 
Aiea VAs cela ere eerste shee orale 5,424 8.0 5,873 7.8 
2 — 5 VEarS.iceececcceees ‘ine te, | LOs04d 16.2 9,871 fei 
STOR MOTE Viears 2a. eels cele : 39,548 58.6 42,660 56.6 
Mediangstay eared anicrerous sc iaieisiesiee 91 ae 84 months 


Source: Dominion Bureau of Statistics, Mental Health Statistics Supplement: Patients in Institutions, 
195557, op. Cite, p. 53; 1960, p. 39. 


Although the number of admissions had increased steadily between 1951- 
1960, continuous retention of these patients decreased. At the end of 1960, 9,871 
individual patients remained of those admitted during 1956 to 1958, while, at the 
end of 1955, 10,941 patients had been retained from the smaller number of 
patients admitted during 1951 to 1953. 


Males in psychiatric institutions have been under hospital care longer than 
females. The age group 60-69 had the longest median stay for both males and 
females.!2 The median time since admission increased progressively for the 
various age groups up to the 60-69 age group, and then decreased. 


In 1931, 51.5 per cent of residents in psychiatric institutions had been admitted more than five 
years previously (See Appendix 8-5). 


122Note the previously mentioned peak population ratio of functional psychoses in this age 
group. 
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TABLE 8-11 


MEDIAN TIME (IN MONTHS) SINCE ADMISSION, 
PATIENTS ON BOOKS AT DECEMBER 31, CANADA, 1955-1960 


Female 
Total 96 87 86 88 78 
0-9 120+] 120+ DDD 24 25 120+ 
10—19 120+] 120+ 46 50 120+ 
20—29 50 56 50 
30—39 62 64 52 


usta 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
op. cit., 


1955—57, pp. 54—55; 
1958, pp. 34—35; 
1959, pp. 34—35; 
1960, pp.e 39—40. 


Between 1955 and 1960 the total number of patients with psychoses on 
books of mental hospitals increased from 41,282 to 43,511. 


Absolute decreases occurred for females aged 35-44, and patients hospital- 
ized between two and five years. The rate per 100,000 population decreased 
overall from 260 per 100,000 in 1955 to 239 per 100,000 in 1960 for the age 
groups 35 years and over, and for patients with duration of stay over two years. 


Patients on Books, December 31, 1960 


More detailed cross-tabulations were provided by Dominion Bureau of 
Statistics for the census of patients on books at December 31, 1960. 


Sex, Age and Diagnostic Group 


Nationally the over-all ratio of patients on books of psychiatric institutions 
was higher for males (448 per 100,000) than females (399 per 100,000). 
Age-specific ratios were higher for males than females up to the age of 65; over 
the age of 65 the ratio for females (1,100 per 100,000) exceeded that for males 
(1,072 per 100,000). 


Population ratios increased progressively with age from near 0.1 per cent 
for children to 1.1 per cent for those over the age of 65. Among the various 
diagnostic groups the age-specific frequencies varied; mental retardation reached 
a peak in those aged 15-34 and diminished subsequently, while schizophrenia 
and manic depressive psychoses were highest in those aged 45-64. 
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Provincial Differences in Frequency 


There were wide provincial differences in the population ratio of patients on 
books. Major factors associated with this variation included the type of 
institution in each province, the diagnostic composition of patients on the books, 
the proportion of long-stay patients, as well as provincial differences in the 
exent of card-reporting, and policies regarding probation (see Appendix 8-6). 


Highest over-all rates for males were found in Saskatchewan, and for 
females in Manitoba. Ontario had the highest rates for children, Quebec for the 
15-34 year age-group, Prince Edward Island for those aged 35-44 years, and 
Saskatchewan for the group aged 65 and over. Ratios for those aged 45-64 years 
were highest for males in Prince Edward Island, and for females in Manitoba. 


Patients with mental retardation had the highest over-all ratios in Sas- 
katchewan. Ratios for children were highest in British Columbia, and ratios for 
those aged 65 and over were highest in Quebec. 


Psychoses of senium were most frequent in Saskatchewan, followed by 
Ontario for males, and British Columbia for females. The considerable range in 
provincial ratios for psychoses of senium and mental retardation reflect varia- 
tions in admission policies and differences in the availability of alternative forms 
of care for these diagnostic groups. 


Age and Sex Differences in Time since Admission 


At the end of 1960, the 75,443 patients reported on the books of psychiatric 
institutions included not only 17,039 patients who had been admitted during 
1960, but some 58,404 patients who had been admitted during many previous 
years. These 58,404 patients represented a progressive accumulation from past 
years of admissions who had neither been discharged nor died. 


One-fifth of the patients had been admitted}? prior to 1941, another one- 
fifth between 1941 and 1950, and one-fifth had been admitted during 1960. 
One-half of all patients had been admitted prior to 1954. 


These patients ranged in age from early childhood to over 90 years. Nearly 
20,000 patients were over 60 years old and of these 36 per cent had been 
admitted more than 20 years earlier.14 This elderly population included patients 
recently admitted with psychoses of aging, as well as patients who had grown old 
in hospital. 


There were almost 6,000 children under the age of 15 in psychiatric 
institutions. Three-tenths of these children had been hospitalized for more than 
five years. Nine-tenths of children were diagnosed as mentally retarded.’ 


3%These admission dates refer to the date of admission for the current hospitalization, and not 
to the date for any earlier admissions. 


144Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
1960, op. cit., p. 39. 


4 Over one thousand of the children diagnosed as mental retardation were being cared for in 
public mental hospitals. Appendix 8-7. 
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TABLE 8-16 


PATIENTS ON BOOKS WITH PSYCHOSES OF SENIUM, RATIO PER 100,000 POPULATION 
AGED 65+ YEARS, ALL PSYCHIATRIC INSTITUTIONS, 
CANADA AND PROVINCES, DECEMBER 31, 1960 


CANAD Ave cereis o cceayseare ae area onererer crete a tersnetouct crete etctere: sucreteteretens 

Newfoundland. c.s.o- csreme sisters oketetede stele tevede) ofeketsvalcleneus lelsis atehel> 318 
Prince Edward Island ...sccccseccceccccccccccsvece cceee 255 
Nova Scotia «-.....csccee elavelstelcleletelcfelexsictsveratererstols erereloieicle 150 
New Brunswick.....ccccccccscccccccccccvccscece slareieleversre 349 
Quebec. ...cceerccescees slo clefelsaielelersisietetors stelerelatstelefeveleteteisis 233 
ONTALIO’ oo wioresniore ec sretetenetelstele ole ote slelefere sicieleisietetercielereletolelete rote’ « 427 
Manitoba ..cccccees OOOO OO ODL OOO OO0000 LOO OOG DOD UG 282 
Saskatchewan's «cicevcisleie cel eleiele/eiel sue eicisr sie! olslsielelsieisis/selss 627 
AIDE TE acre «cle clalcie'o evelcicie cole crclcletelcistcvetorers siaterelsictolls) sie aiieke 291 
British Columbia ..... hits (aveievororeheteieieiereterecnterelsie's AGOGO OOG.OC 


Source: Based on Appendix Table 8—6. 


TABLE 8-17 


PATIENTS ON BOOKS, BY YEAR OF ADMISSION, 
CANADA, DECEMBER 31, 1960 


Admission Year for Namber 
Current Hospitalization 

at BO 8 WM Carrer ueReES Sah Urccec.oto 0 9.00.0'0'0 BS10"Oro dG OEM DIC RED Cet of ED ee 75,443 
Before 194d) oie shen. ie rete ROT ROT fave Mrs ote ones Meh sd 15,689 
TOGA 1949S io a:s's ocpadees oaiebsls's @’ ocx ay ee REEMA eget om: so lavaiay en ato ae 6,265 
1946 — 1950, «.,...... sa, Ses sobs tee Op eee ee eR Os. Ans De whee 2 8,352 
18D 19S Siac soa oe, seupeceenaten's earetderairawe vere aee tane perro rama Bernie ara aia 12,354 
19561957 «5dr a oseshabeaeterehtl« ghs synete Ss eck a Ne ae ccake, eolMinte an Bereta «2 5,908 
LOSS cn crete Are sycsiiege teh cdatole sare sieht hah ci rear ee eee RS eo Eee cic eos: « 3,963 
pS Fok! Baran Crea CAR EPS SS Up CREP ORY oc PEMeIE ARTO) HAUS CoS Cig G 6 id Cee eee ge Seis! 
LOGO Lae Sarcratetas MRR ome ai esata es ca haere ete torets: ote othe cers 17,039 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
1960, op. cit.,. ps 33% 


The median time since admission increased with age up to the age of 65. 
Subsequently median stay decreased due to death of long-stay patients, and to 
recent admission of aged patients with psychoses of the senium. 


Median stay was higher for males than females in mental hospitals, and 
higher for females than males in hospitals for mentally retarded. 


105 


PATIENTS IN PSYCHIATRIC INSTITUTIONS 


0961 ‘I€ AAAWHAOAC ‘VAVNVO 


°OT°S ‘6°8 ‘8-8 SeTqeL x}pueddy uo paseg ;20sn0g 


+071 861 +OZI | 798 +OZI | 0S9 COR, hoses S¢ 8r6'S “eer ** eTemag 
+071 OL +071 | 18h +OZI | O€s LOWARLO LAG se 78S ‘9 chee ie OTe 
pepiejyes ATT eJuaW 
Joj STe}Tdsoy OT][qng 
ZOI €€Z‘9 +OZI | vLI ‘OT 19 6bL‘b LZ €07°S €€ Ot ‘LZ BOBO ENE 
+071 b78'S +OGE (RHGL-0E 16 96S°S 8b s9e'Z LZ €€7 ‘TE eS ole 
sjej}tds oy Jeyuew orfqng 
+96 SPs ‘Z +O7I | LOP‘TT GL 0v9’s Sv ST6°Z ve 0z0‘SE PO BORG STE E 
+OTT 696‘9 +OCI | 616‘°ZI S6 6199 6S ver ‘Ol ve Tb ‘Or ae aoe 
SNOILNLILSNI TIV 
hej : Aes P Aeys ; eis ‘ Aeys 2 
+$9 v9-Sb br—-se ve-SI IV 


*XUS GNV dNOUD ADV ‘NOILOLILSNI AO AMAL AG 
‘(SHLNOW NI) AVLS NVIGAW AGNV SLNAILVd AO YAEWAN 
‘SNOILLNLILSNI OIMLVIHOASd AO SHOOE NO SLNAILVd 


8L-8 A1aVL 


ROYAL COMMISSION ON HEALTH SERVICES 


106 


OOT 


"ep od *979 edo ‘ggg7 ‘su0]}N}I}zSU] UT SjUuETJeq :JUeWIeTddNg ‘soTIsIzeI5 YAJBeH [e}UaW 


Oh ej 


OC a OF 


(sree XZ) a1e9 J e}IdsoY Jo yWBuaeT 


0961 ‘Ie MAAWAOAC ‘VAVNVO 


*‘sOnS REIS JO Neeing UOTUTUIOg :eDINO0g 


seeeeee ss sSgsouseIp BUTUTeWOY 


eeoveees Asdaidq 
uoT} eplejyal | eJUaW!W 
** sasomauoyohsq 


**sasoyodsd 19419 


“wntuas Jo sasoyohsq 


** sasoyodsd aAtOaIJy 


**sasoyodhsd proueied 


teense eeeeees THIOL 


‘SIVAMALNI SQOIAVA AOA SHOOU NO SLNYILVd AO NOILISOdWOD OILSONDVIG 


61-8 A19VL 


pue etussydoztyos 


107 


PATIENTS IN PSYCHIATRIC INSTITUTIONS 


SASOHDASd 
3AIL9544V 


SOS 


O 


SISOUNAINOHOASd 


02 


WNIN3S 


SASOHDASd AIN31015S 30 TWLNSW 


O02 


71, 
SX 


RS 


ene 
KX 


SDS S22 
RK KOK 
Sx 


SOO 


eeectetetetetets 
Netetateceneneten 


> 
Q 
Setetecenenen 


SERS 


Cx & 


CXS 


eee 
ROKK RK 
‘ee 
werareceraceracere, 
ehetctstsiciee 
SS 
‘es 


SNS 
SKN 


SISOHIASd GIONVYVd 
QNV VINSYHdOZIHOS 


Ov 
| 


O96I ‘IS O30 ‘SNOILNLILSNI DIYLVIHOASd ‘VAVNVO 
SIVAYSLNI SNOIYVA YOS SNOOP NO SLNSILVd GNV 


“SNOISSINGY LSYI4 4O NOILNGIYLSIO DILSONSVIG 


SNOISSIWQV 
1Suyls 


2-8 Aang 


108 ROYAL COMMISSION ON HEALTH SERVICES 


Time since Admission by Diagnostic Group 


The diagnostic composition of patients of different lengths of stay varies 
considerably. The proportion of patients diagnosed as schizophrenia and 
paranoid psychoses was 35 per cent among those with less than one year’s stay, 
and 53 per cent among those admitted 20 or more years previously. The 
proportion of patients diagnosed as mentally retarded increased from 13 per cent 
of those with less than one year’s stay to 38 per cent of those hospitalized 5-10 
years, and 26 per cent of patients admitted 20 or more years previously. Patients 
with senile psychoses decreased from 10 per cent of those with less than one 
year’s stay, to 1 per cent of those with more than 20 years stay. 


In addition to diagnostic variation among patients of different lengths of 
stay, the diagnostic composition of patients of similar stay varied interprovin- 
cially. For patients who had been on books between 4-12 months, there were 
wide provincial fluctuations in the diagnostic distribution of schizophrenia and 
paranoid psychoses, mental retardation, and psychoses of the senium. Schizo- 
phrenia and paranoid psychoses ranged from 19 to 57 per cent, mental retarda- 
tion from 5 to 35 per cent and psychoses of the senium from 5 to 28 per cent of 
patients on the books between 4-12 months. These wide fluctuations indicate 
provincial differences in hospital accommodation, community care, admission 
policies, and diagnostic usage. 


Over one-third (26,718) of all patients were diagnosed as schizophrenic 
psychoses. Fifty per cent (N= 13,252) of patients with schizophrenia had been 
hospitalized for more than ten years. 


TABLE 8-20 


DIAGNOSTIC COMPOSITION OF PATIENTS WITH HOSPITAL STAY OF 4—12 
MONTHS, PATIENTS ON BOOKS, CANADA AND PROVINCES, DECEMBER 31, 1960 


TOTAL | Schizophrenia | p.y choses Mental 
N= 100% screamin of Senium Retardation 
% % % 
CANAD AGereyerarctereretets ete as 9,021 38 11 17 
Newfoundland..... aaletene 86 36 Lup) 5 
Prince Edward Island.... 103 19 11 10 
INOW Sette Goncedodad 245 44 ital 9 
New Brunswick.......e. 283 33 19 10 
Quebec «cater siolfel(ere efelie 3,000 40 5 18 
Ontario... settee eee eters Syst 35 14 16 
Manitoba\ iene aera a guioc 358 57 9 10 
Saskatchewan ....cceeee 364 37 28 14 
Albertialyrerecste SWerets! versie 665 29 11 35 
British) Golumbiay,,. .. + 815 43 10 iy 


Source: Data derived from special tabulations provided by Dominion Bureau of Statistics, 1962. 
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Another 19,590 patients were diagnosed as mental retardation and of these 
8,414 (42.9 per cent) had been admitted more than ten years previously. A total 
of 9,093 patients with mental retardation were in public mental hospitals and 
over half of these patients had been admitted more than ten years previously 
(see Appendix 8-7). The other half were in special hospitals for mentally 
retarded, where one-third had been admitted more than ten years previously. 


Time since Admission by Type of Institution and Province 


Public mental hospitals contained 78 per cent of the patients, and half of 
these patients had been admitted more than 7.4 years previously. One-sixth 
(N=12,530) of the patients were in hospitals for mentally retarded, where the 
median stay was 7.1 years, slightly less than for public mental hospitals. The 
remaining 4,260 patients were in various other types of psychiatric institutions. 


Overall, the median length of stay ranged from 22 months in Prince 
Edward Island to over ten years!® in Saskatchewan, and for females ranged 
from 44 months in Prince Edward Island to over ten years in Saskatchewan. 


For the age group 15-44 for both males and females, median stay was lowest 
in Prince Edward Island and highest in Saskatchewan. Among patients aged 45 
to 64, most provinces had median stays of more than ten years. 


These median stays were somewhat irregular, and one cannot differentiate 
whether a “‘high’”’ median stay was due to an accumulation of long-stay patients 
or to various factors reducing the retention of recent admissions (see Appendix 
8-8). 


For patients in public mental hospitals the median stay for males ranged 
from 22 months in Prince Edward Island to over 10 years in Manitoba and 
Saskatchewan, and for females the extremes occurred in Prince Edward Island 
and Manitoba (see Appendix 8-9). 


Separate institutions for mentally retarded were not available in all 
provinces. Saskatchewan had the highest median stay among the provinces with 
such facilities (see Appendix 8-10). 


16 Median stays of over ten years were not further sub-categorized. 
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Conclusions 


(i) The provinces show considerable differences in the direction and extent 
of change in the ratio of patients in institutions between 1932 and 1960. The 
ratio of hospital patients with mental retardation doubled, while that for 
psychoses increased 13 per cent. 


(ii) Between 1955 and 1960 the average number of patients in mental 
hospitals decreased annually in British Columbia and Saskatchewan. The 
number of patients in hospitals for the mentally retarded increased in all 
provinces with such institutions. The national ratio for patients with psychoses 
decreased for those aged 20-69. 


(iii) At the end of 1960 four out of 1,000 Canadians were under the care of 
psychiatric institutions. This ranged from 0.1 per cent of children to 1.1 per cent 
of those over the age of 65. One-half of all patients had been hospitalized for 
more than seven years. 


(iv) Dominion Bureau of Statistics tabulations of patients on books are 
restricted by the limited data available and the analyses employed. Better data 
should be provided on patients in residence; personal, hospital, and diagnostic 
data from admission cards should be added to the census of patients on books; 
and longitudinal methods of analysis should be used. 


CHAPTER 9 


THE PROBLEM OF LONG-STAY PATIENTS 


“The patients are as clean and neat as it is possible to keep them. They wear their 
own clothing, rather than depressing uniforms, and they obviously consider them- 
selves patients rather than prisoners. 


“As one doctor explained, ‘They like it here. We treat them well, we take care of all 
of their needs and they have nothing to worry about. Many of them, especially the 
old folks, have nowhere else to go, anyway. They realize they’re better off here than 
they would be outside.’ ’’! 


Definition 


This chapter describes some characteristics of long-stay patients on books of 
Canadian psychiatric institutions. Long-stay patients are those remaining con- 
tinuously on the books for more than two years.? After two years of hospital 
care discharge rates decline markedly. 


“... failure to leave hospital within two years, in spite of a better than even chance of 
doing so, made ultimate discharge extremely uncertain.’ 


Factors Producing Social Breakdown and Prolonged Hospitalization 


Many of the long-stay patients have had their disability increased by the 
process of hospitalization. 


“Custodial care in the past has tended frequently to exacerbate or even cause the 
deterioration which has prevented acceptance by the community.’ 


A syndrome of ‘institutional neurosis’, produced by the hospitalization itself, 
is characterized by apathy, lack of initiative, loss of interest, submissiveness, 
apparent inability to make plans for the future, and loss of individuality. The 
probable causes include:5 


Loss of contact with the outside world; 
Enforced idleness and loss of responsibility; 


iMyers, T. A., Mental Hospitals in B.C., reprinted from a series of articles in the Daily 
Colonist, Victoria, B.C., January 1953, A Daily Colonist Pamphlet. 


2Charron, K. C., The magnitude of chronic disease in Canada, Can. J. publ. Hlth. 52:273-284, 
1961. 


3Wanklin, J. M., et al., Discharge and readmission among mental hospital patients, Arch. 
Neurol. Psychiat. 76:666-669, 1956. 


4American Public Health Association, Program Area Committee on Mental Health, Mental 
Disorders, A Guide to Control Methods, op. cit., p. 2. 


5Barton, R., Institutional Neurosis, Bristol: John Wright & Sons Ltd., 1959, p. 12. 
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Bossiness of medical and nursing staff; 

Loss of personal friends, possessions and personal events; 
Drugs; 

Ward atmosphere; 

Loss of prospects outside the institution. 


In the past many of the above-listed characteristics of patients in mental institu- 
tions had been attributed to the psychiatric illness itself. Currently, it is 
recognized that these characteristics arise from the nature of the treatment, and 
that it may be the treatment which is pathogenic. 


“Another problem arises in attempting to differentiate the natural course of the 
patient’s illness from an adverse response to treatment.’ 


As the duration of hospitalization lengthens, the probabilities of discharge 
rapidly decrease. These reduced rates of discharge do not necessarily reflect 
severity of the patient’s illness, but may indicate that there is an optimum time 
for discharge, and that once this time is passed, factors other than those of the 
illness itself may prevent discharge.’ The low rates of discharge for long-stay 
patients indicate that the patient has attained the stage of social breakdown 
(produced by the institution) for which no alternatives but mental hospital care 
generally exist. 


It has been recommended that patients, receiving long-term hospital care 
for physical illnesses, be reassessed frequently to ensure that suitable treatment 
is being provided and that continuing hospital care is necessary. The same 
principles would be appropriate for long-stay psychiatric patients. 


“Cases are admitted for long-term hospital care because they need active treatment or 
extensive investigation. A good medical and social work-up should be obtained for 
all new admissions. Cases in hospital should be reassessed frequently to ensure that 
the best possible treatment is being provided and that continuing hospital care is 
necessary. A team approach has been found useful for this re-evaluation. It 
encourages close co-operation and understanding between the representatives of the 
various professions concerned with the medical, social and economic needs of the 
individual. It helps to ensure continuity of service.’’8 


A 1957 survey of the medical needs of 3,555 Birmingham residents in mental 
hospitals indicated that approximately 13 per cent of the patients required 
investigation or active medical treatment, 42 per cent needed maintenance 
treatment, and 45 per cent were considered to require no medical treatment.® 


The process of social breakdown is intensified for patients admitted with 
mental retardation. The majority of retarded patients can be cared for in the 
community. For those requiring hospital care, general nursing and medical care 


6Schimmel, E. H., Editorial: The physician as pathogen, J. chron. Dis. 16: 1-4, 1963. 


7World Health Organization, Third Report of the Expert Committee on Mental Health, The 
Community Mental Hospital, WHO Tech. Rep. Ser. 73, 1953. 


8Charron, K. C., Chronic disease in the Canadian hospital program, Can. J. pub. Hlth. 48: 
405-412, 1957. 


®Garratt, F. N., Lowe, C.R., and McKeown, T., Investigation of the medical and social needs 
of patients in mental hospitals—Classification of patients according to the type of institution 
required for their care. Brit. J. prev. soc. Med. 11:165-173, 1957. 
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is needed for those with severe associated physical disabilities. Retarded patients 
in hospital without associated physical disability need assistance in functioning 
at their own level of intelligence and ability.’ If this training is not provided, the 
hospital is impairing the patient’s ability to function. Since these patients are 
admitted at an early age, they remain hospitalized longer than functional 
psychoses or psychoses of aging. With continued pressure for hospital admission 
from a community not providing alternative forms of care, a progressively 
increasing amount of hospital accommodation would be required for the 
mentally retarded. 


Prevention of Prolonged Hospitalization 


Hospital treatment should aim at preventing prolonged hospitalization. 

Hospitalization leads to social breakdown from the way in which the environ- 
ment is structured, and from the length of time that the patient is exposed to this 
environment.!! For those patients requiring continuing care community alterna- 
tives should be provided. In order to provide these alternative services, a high 
degree of co-ordination and integration between psychiatric services and other 
relevant health, welfare, and rehabilitative facilities located in the community is 
needed. 
“In general, two important weaknesses mark the institutional systems. Adequate 
provisions to prevent long-term institutional care are lacking, and early release now 
often depends as much upon the availability of community based services as it does 
on the patient’s condition.”!2 


Kramer!?3 has emphasized that efforts must be made to prevent patients from 
slipping into the long-term groups by intensive treatment, frequent evaluations 
of patients’ condition to determine who can best be served by the services of the 
mental hospital and who can best be served by other medical, nursing and 
rehabilitation services in the community and that it is particularly important for 
the persons in charge of hospital programs and those in charge of the community 
programs to collaborate closely in the planning of community facilities and 
services so that the changing needs of the mental hospital patients can be met 
effectively. 


Distribution of Long-stay Patients, 1960 


Time since Admission 
Less than one-fifth of long-stay patients had been admitted less than five 


years previously. Over 15,000 patients had been under continuous hospital care 
for 20 or more years. 


Age, Sex, and Type of Institution 


Overall, a higher proportion of males (71.3 per cent) than females (67.7 
per cent) were long-stay patients. However, in hospitals for mentally retarded 
United States Department of Health, Education, and Welfare, Report of the Surgeon 


General’s Ad Hoc Committee on Planning Mental Health Facilities, Planning of Facilities for 
Mental Health Services, op. cit., p. 17. 


11American Public Health Association, Program Area Committee on Mental Health, Mental 
Disorders, A Guide to Control Methods, op. cit. 


12 Groving, F. T., and Lourie, N. W., Reconstructing community services for orthopsychiatric 
practice, Amer. J. Orthopsychiat. 33:747-750, 1963. 


13 Kramer, M., Trends of the Public Mental Hospital Population of the Nation, dupl., 
Washington: National Institute of Mental Health, 1963. 
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a higher percentage of females (82.0 per cent) than males (78.2 per cent) were 
long-stay patients. 
TABLE 9-1 


TIME SINCE ADMISSION, PATIENTS ON BOOKS OVER TWO YEARS, CANADA, 
DECEMBER 31, 1960 


Time on books Number Percentage 
PLL evecare sui care oe AG mC Od0-0 Onda OCaOIC 52,531 100.0 
2—S VEATSerccesciccccceccces eyes ob ehs) sce 9,871 18.8 
S210) year Sas eenterenale fee arlene sate eitetener are 12,354 23.5 
10—20 yearS.ccecsccrcevccccens eraehenene ia 14,617 27.8 
ZOE ViCAlS ware craters (ca) shenersier Sielejele)eielsieie se 15,689 29.9 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
1960, op. cit. 


In public mental hospitals the proportion of long-stay patients was lower in 
those under 35 years than in older patients. The 45-64 year age group had the 
highest proportion of long-stay patients with 80.9 per cent of males and 74.0 per 
cent of females being admitted more than two years earlier. 


In hospitals for mentally retarded, the percentage of long-stay cases was 
markedly similar, 88.6 per cent to 89.8 per cent for males in all adult age groups. 
The ratio for females varied between 92.8 per cent and 94.7 per cent in the age 
groups 35 and over. 


About three-fifths of all children were long-stay cases, with a slightly lower 
percentage for those in mental hospitals. 


Diagnosis,1* Sex, and Type of Institution 


The proportion of long-stay cases was highest (75.4-79.4 per cent) among 
those diagnosed as schizophrenia and paranoid psychoses, mental retardation, 
and non-functional psychoses (excluding psychoses of the senium). Among 
patients on the books of public mental hospitals diagnosed as psychoneuroses, 
41.8 per cent of males and 34.1 per cent of females were long-stay cases. The 
diagnoses of the patients may have changed subsequent to admission, or other 
factors may be involved. 


The percentage of long-stay cases among patients diagnosed as mental 
retardation was similar in both public mental hospitals and hospitals for 
mentally retarded although the median stay varied. 


Public Mental Hospitals—Age, Sex and Diagnosis 


In public mental hospitals, the percentage of long-stay cases increased pro- 
gressively with age for patients diagnosed as schizophrenia, manic depressive 
psychoses, and mental retardation. The proportion of long-stay cases was 
higher in patients with mental retardation than in those diagnosed as 
schizophrenia. 


144These diagnoses were those made on admission. 
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For patients diagnosed as psychoses of the senium, 46.0 per cent and 49.0 
per cent of males and females respectively, had been under hospital care more 
than two years. 


Ratio of Long-stay Mental Hospital Patients by Age — Sex and Diagnosis 


The ratio of long-stay female patients with functional psychoses was lower 
than for male patients. It is not known whether this reflects sex differences in the 
natural history of the illness, the attitudes towards illness, or earlier hospitaliza- 
tion at a less severe stage of the illness in females. 


Among the 15-34 year age group, the ratio of long-stay patients with mental 
retardation was greater than that for schizophrenia. In the older age groups, the 
accumulation of long-stay patients with schizophrenia became more evident. 
This reflects the effectiveness of current treatment on recent admissions. 


TABLE 9-5 


PUBLIC MENTAL HOSPITAL PATIENTS ON BOOKS OVER 2 YEARS, 
NUMBER, AND RATIO PER 100,000 POPULATION, 
BY DIAGNOSIS, SEX, AND AGE GROUP, 
CANADA, 1960 


Male 
Total 
35—44 

ALAS DIAGNOSES. sss al No: 29327 3,949 4,352 
Ratio 247 Ned 161 339 601 670 

AlapSyChoseshiqpan erties No. 16,475 8) oi 1 896m | 2.SS8lule7,83 Ze | 3,825 
Ratio BAR ae A 73 247 497 589 

Schizophrenial.n ree ee ri No. 10,401 3 Te Slom | 2621s S019 14636 
Ratio US Wes 59 190 318 252 

Manic depressive psychosis No. 16 157 1 60 152 583 361 
Ratio NSA 2. 13 37 56 

Psychoses of the senium,,, No. 854 — - 1 65 785 
Ratio Claes _ & Salone 

Mental retardation .......... No. 4,489 | 325 1,904 804 | 1,127 | 322 
Ratio 50 det 74 69 71 50 

Female 
= Tee eae Be Ses 

AL, DIAGNOSE Sie cele cise cite Os 18,412 | 304 2 Of 22 9398S 7 EOL 4,934 
Ratio 210 10 107 252 497 720 

All psy ChoSeS< 2 cielo cre stele oe No. 13,806 9 | 1,028 | 2,054 | 6,269 | 4,421 
Ratio WS Fell mes. a 41 176 414 645 

Schizophreniamerrrerecsictereres No, 7,887 4 fi Ome S03 83,8168 Wel 77.0 
Ratio OORIEe ., 31 129 252 258 

Manic depressive psychosis No. 1,454 1 65 174 679 530 
Ratio i ebm 3 15 45 77 

Psychoses of the senium... No. Ss - 1 4 47 | 1,100 
Ratio 13 _ wee Pde 3 160 

Mental retardation ..........| No. 3,364 | 280 | 1,350 638 815 280 
Ratio 38 10 54 38) 54 41 

f S| arn Fe 


Source: Data derived from special tabulations provided by Dominion Bureau of Statistics, 1962. 
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Provincial Ratios of Long-stay Patients to Population, 1960 
Age—Sex 


Nearly 3 of 1,000 Canadians had been continuously on the books of 
Canadian psychiatric institutions for more than two years.15 


Higher proportions of males than females were long-stay patients in all 
provinces. The ratio increased progressively with age. Nearly 8 out of 1,000 
Canadians over the age of 65 had been continuously under hospital care for more 
than two years.1!6 


TABLE 9-6 


PATIENTS ON BOOKS OVER 2 YEARS, 
RATIO PER 100,000 POPULATION, BY SEX AND AGE, 
CANADA AND PROVINCES, 1960 


Male 


oe 65+ 


GANIADIAT. tetera ietelevetoierslele. foie eee) severe 319 779 
INewroundl andar cise cleie ee cielsie ¢ cisions ISS 500 
Prince Edward Island .....ccccecs 257 640 
INOWAU COLD aistereyene tie elle oie siolerele cee oe 77 108 
ING Wa SSUnS WICK. cistrcielclscicics e clelcrere 273 574 
OUMEDECamichieicrerclsdets clerele ale sielerens oleic 336 807 
Ontario s\ersictereleeteleielereislelelele sleisrels 333 812 
INVATITEOD alemers ove e¥eite! okeveleteroleteboteletelevele 368 798 
Saskatche wat cctectelic cfs sole cleletslohere 464 1,292 
PN STE IO GOODGIO.C 0 ODU.O GOOD Oe 278 574 
ESPittSheCOMMbLaaiers cers clele cies er elec S23 823 
Female 
CANAD Aterec cis ctsinie cle ols/ene, ciel cette ete 270 783 
IN@wioundlandcits sleleie sleleleiels|crsisiere's a2 465 
Prince Edward Island .. <0. cls%s,0 + « 207 600 
INICWA SSO Elana go O COO OKIO.0 COMO 69 125 
WEMPIB UTES! Hogg aoGO0 C5 Oddi0. 06 234 779 
QUED ECA da rsiene o 0160.0 cle enh erelel ciate ere OTT 765 
OntariO steers sic s/e!ele co cle ote: cle) c(ekeretehe:| mee 20 4 845 
Mani tobamerstere siere sirsicicieietelerelorersolererei mmo DL 980 
Saskatchewatl.. ess ccesavececdes el © 300 1,030 
AIDertatec.csie sisicle sels cles telcos cers sim 220 557 
British) Columbiial siete sles ererelersehelsrcilmne coe 848 


Source: Based on Appendix 9-2. 


15In mid-1931, 2.4 out of 1,000 Canadians had been in hospital for more than 18 months. 
Appendix 9-1. 


16 A Danish study concluded that most elderly people with mental illness are treated best and 
most practically in their homes with close cooperation between their general practitioner and a 
psychiatrist and with the possibility of offering psychiatric treatment to them if needed while they 
are in hospital for somatic illness. Nielsen, J., Geriatric-psychiatric investigation within a 
geographically delimited population group. Report on the Thirteenth Congress of Scandinavian 
psychiatrists, Acta psychiat. scand. 39, Suppl. 169:203-205, 1963. 
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There were wide provincial variations in the sex-age specific ratios for 
long-stay patients (see Appendix 9-2) with Saskatchewan having the highest 
over-all ratios, followed by Manitoba.!7 


Diagnostic Group 


Similar marked differences occurred in the provincial ratios of long-stay 
patients for various diagnostic groups. These marked interprovincial variations 
indicate the effects of admission policies and treatment programmes of the past, 
and differences in the current availability of alternative methods of care. 


Conclusions 


(i) Nearly three out of 1,000 Canadians were long-stay patients in psychia- 
tric institutions at the end of 1960, having been admitted more than two years 
previously. Among the aged this ratio reached 0.8 per cent. 


(ii) For 52,531 long-stay patients of all ages separation by death was more 
likely than discharge. Over 15,000 patients had been under continuous hospital 
care for more than 20 years. 


(iii) Seven-tenths of patients were long-stay. This proporton was higher in 
institutions for the mentally retarded than in mental hospitals. Among long-stay 
patients aged 15-34 in mental hospitals, there were more cases of mental 
retardation than of psychosis. 


(iv) Many of the long-stay patients have had their disability increased by 
the hospitalization itself. Frequent assessment is necessary to assure that suitable 
care is being provided and that continuing hospital care is necessary. 


wwIt is emphasized that these high ratios of long-stay patients represent the patients 
accumulated from admissions over many previous years. Although Saskatchewan had a high 
over-all ratio of patients remaining two years or more, it was below the national average in ratio 
of patients entering the two- to three-year stay group for all age groups below the age of 65 (See 
Appendix 9-3). 


CHAPTER 10 


RETENTION OF PATIENTS IN PSYCHIATRIC 
INSTITUTIONS 


“..the moment the individual is forgotten in a herd, his chance of improvement has 
practically gone.” 


Introduction 
Purpose of Chapter 


One hundred years ago, C. L. Robertson described the requirements for the 
longitudinal study of insanity: 


“We seek the numerical history of each hundred cases of insanity traced from the day 
when the disease first shewed itself, to its resolution in recovery or death. We want to 
know not merely the age on admission, the then duration of the disorder, but farther, 
its history and progress, with the influence of age, sex, occupation, social relations on 
the incubation, progress and result of the disease.’’2 


What happens to patients in pyschiatric institutions? Statistics on various 
aspects of patient movement in the preceding chapters did not describe the 
longitudinal hospital history for groups of patients admitted to hospital. 


What proportion of admissions or residents remain continuously under 
hospital care for two or five years? What proportions have left by discharge, or 
by death? What are the relationships between the elapsed lengths of hospital 
care and the frequencies of discharge or death? Various methods of determining 
some of these relationships are described in this chapter. 


Definition of Retention 


Retention refers to the process of remaining under continuous hospital care. 
In addition to actuarial estimates of retention rates, retention ratios are 
calculated. These ratios represent the proportion of patients remaining under 
hospital care at the end of various calendar years after the year of admission. The 
number of patients remaining on hospital books at the end of a specific year 
after admission may be used as a denominator for calculating the proportion 


1Canadian National Committee for Mental Hygiene, Mental hygiene survey of the Province of 
British Columbia, op. cit. 


2Robertson, C. L., op. cit. 


126 ROYAL COMMISSION ON HEALTH SERVICES 


FLOUREMIO= 


TWO YEAR RETENTION RATIO,MALES ADMITTED 
DURING 1955 AND REMAINING ON BOOKS 
APPEND OEM ODO, I2 OG, to o0 


PATIENTS ON 
THE BOOKS 


UNDER | YEAR 
DEC. 31,1955 


L=2 YEARS 
DECRSIAIS5G 


SOKO 


2-3 YEARS 
b> 
DEC. 31,1957 


2 
SERRE 


a5 
2525 
S525 


x 


¥ 
a 


RETENTION OF PATIENTS 127 


remaining at the end of two or five additional years. Retention ratios are 
discussed further in Richman and Kennedy.? 


The denominator of patients on the books at the end of a year represents 
unduplicated persons. From existing DBS publications it is possible to form 
cohorts specific for various diagnostic categories or age groups. With appropriate 
tabulations of the same punch-card records it would be possible to form cohorts 
of specific sex and diagnostic composition, characterized by birth year, and 
determine longitudinal retention of these patients.4 


These retention ratios relate to the proportion of patients on books 
remaining under continuous hospital care.> Although the retention ratios do not 
differentiate whether the decrement was due to death, discharge or transfer, 
they do provide a means of following those patients utilizing continuous hospital 
care and constituting the long-stay population. 


The same method has been applied in education to estimate from routine 
statistics the number of students continuing in formal schooling to a certain level 
expressed as a ratio of the grade enrolment for any selected lower level. 


“The number of 8-year olds enrolled in a school system in 1948-49 was... taken as the 
base population. By examining the grade distribution of ll-year olds in 1951-52, 
12-years olds in 1952-53...it was possible to get a fairly good indication of the number 
and percentage of students in this cohort who remained in the system to successive 
grades...’’.6 


Twenty-five-year Retention of Patients from 1931 


Over one-quarter (29 per cent) of the Canadian patients hospitalized for 17 
or more months at June 1, 1931, remained continuously on the books of psychia- 
tric institutions for over twenty-five years. Among the 7,086 patients remaining 
from before 1930 to the end of 1955 one-half were diagnosed as functional 
psychoses, and one-quarter as mental retardation. It is emphasized that this 
estimate is based on those residents hospitalized for at least 17 months, and 
not on a cohort of admissions. 


Five- and Ten-year Retention of Patients from 1950, by Province 


At the end of 1950, 58,844 patients were reported on the books of Canadian 
institutions submitting schedules to DBS. By the end of 1955, there were 39,548 
patients reported as having remained continuously on the books of card-reporting 
institutions for more than five years; and at Dec. 31, 1960, there were 30,306 
patients who had been admitted more than ten years previously. Patients on the 
books for over ten years at the end of 1960 included some of those individuals 
who had been on the books over five years at the end of 1955, or who had been 
reported on the books at the end of 1950. 


3Richman, A., and Kennedy, Peggy, Estimating longitudinal changes in the number of 
patients hospitalized in Canadian psychiatric institutions, Acta psychiat. scand., 41:177-203, 1965. 


4Richman, A., Mental Hospitals in Canada, 1955-1962, unpublished data. 
5It is emphasized that these are different from discharge rates for groups of admissions. 


SDominion Bureau of Statistics, Student Progress through the Schools by Grade, Ottawa: 
Queen’s Printer, 1960. 
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TABLE 10-1 


ESTIMATE OF TWENTY-FIVE YEAR RETENTION OF RESIDENTS IN 
CANADIAN PSYCHIATRIC INSTITUTIONS, JUNE 1, 1931, 


WHO WERE ADMITTED BEFORE 1930 


Patients in residence June 1, 1931 admitted before 
DecemberaelO2 Or atecmstsrer cee ehenela, sicbetetaterers fe ave ere’ s arches lena te ere 24,601 = 100% 


Patients on books December 31, 1955 admitted before 1930 7,086 = 29% 


Source: Dominion Bureau of Statistics, Seventh Census of Canada 1931, Vol IX, Institutions, 
op. cit., p. 254, 


Dominion Bureau of Statistics, special tabulations. 


Nationally the five-year retention of patients on books at the end of 1950 is 
estimated as 67 per cent.? There were slight interprovincial® variations from 66 
per cent in Saskatchewan to 76 per cent in British Columbia. 


TABLE 10-2 


FIVE AND TEN YEARS RETENTION OF PATIENTS ON BOOKS OF PSYCHIATRIC 
INSTITUTIONS, CANADA AND PROVINCES, DEC. 31, 1950 


| Patients | Patients | Pergentaee of Pationts 
Patients | 0n Books |on Books 1950;Remaining con- 
All Institutions eee (Reig ctrael ilo y canal tmaausly on Books 
1950 Dec. 31, Dec. 31, | 5 Years to | 10 Years to 
L955 1960 End of 1955|End of 1960 
Canad aiscrs suet a mentee arenas 58,844 39,548 30,306 67 D2 
Newfoundland yo an sided «mere 688 497 362 YP 53 
Prince Edward Island’...... 289 iS Qik 165 go Sod 
Nova Scotia; sisscce8. ote 2,493 102 157 Nice nies 
NewiBrunswick. snstee.« ance 1,628 1,094 879 67 54 
OQuebets scans « cee. ga en 16,995 12,082 9,043 71 53 
ONntariOn uae cdkckoato thee « crete 20,049 13,550 10,612 68 53 
Manitobaga estes (ctr « cern 3,472 2,474 2,020 71 58 
Saskatche wiatltt..ch pee « eaeele ts 4,822 3,197 2,540 66 53 
AIDertala mse ates ctesbere © oterene 3,433 2,437 1,841 Aah 54 
British Columbia tin,e0 « «eet 4,975 3,794 2,687 | 76 54 


The number of institutions submitting card reports in Prince Edward Island and Nova 
Scotia varied in 1950 and 1960. 


Source: Dominion Bureau of Statistics, Mental Institutions, 1950, Schedule reports; 
Dominion Bureau of Statistics: Supplement, Patients in Institutions 1955—1957, op. cit., 
pp. 49—53; 
Dominion Bureau of Statistics: Supplement, Patients in Institutions, 1960, op. cit., 
pp. 33—36, 40, 42, 


7Since the denominator of patients on the books December 31, 1950 included some non 
card-reporting institutions, excluded from subsequent numerators, the percentage of patients on 
books retained continuously on the books for at least five or ten years is underestimated. 


8 Provinces with marked fluctuations in card reporting (Nova Scotia and Prince Edward Island) 
are excluded. 
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The estimated ten-year retention of patients on books at Dec. 31, 1950, was 
52 per cent nationally. Provincial ratios ranged from 53 per cent in Newfound- 
land to 58 per cent in Manitoba. Thus, at least one-half of the patients on the 
books of Canadian psychiatric institutions at the end of 1950 remained con- 
tinuously on books for ten years. 


In view of the marked provincial differences in patient characteristics and 
accommodation, it is striking that seven of the provinces had ten-year retention 
ratios of 53 or 54 per cent. Provinces with similar retention ratios may have 
discharge rates which were markedly different. It is not possible to differentiate 


whether a low retention ratio was produced by high death rates or high 
discharge rates. 


Five-year Retention of Patients from Dec. 31, 1955 


More detailed analyses may be made of the five-year retention ratios for 
patients on books of card-reporting institutions at the end of 1955, since data 
are available for 1955 and 1960 on years since admission by province, and by 
diagnostic groups nationally. 


Provincial Differences by Time since Admission 


Sixty-three per cent of all patients on books at the end of 1955 were 
retained continuously for five years.® This five-year retention ratio increased 
from 44 per cent for those hospitalized less than five years to 73 per cent for those 


hospitalized five to ten years, and 78 per cent for those hospitalized ten years or 
more. 


TABLE 10-3 
FIVE-YEAR RETENTION BY TIME SINCE ADMISSION 
OF PATIENTS ON BOOKS OF PSYCHIATRIC INSTITUTIONS, 
CANADA AND SELECTED PROVINCES, DEC. 31, 19551 
Years since Admission, December 31, 1955 


Under 5 5—10 10 and Over 


; Retained to Retained to Retained to 
Region N= |Dec.31,1960| N= |Dec. 31,1960 
100% 100% - 
No. ‘ ; Wo. % 
CANADA 11,415] 8,352 73 |28,133)21,954 | 78 
Newfoundland. .........- 116 70 60 381 292 | 77 
New Brunswick ........ 345 270 78 749 609} 81 


Quebec Wire. acres etersis etele 
Ontanior Av. nce. c «lorersssdoree 
Manitoba. is.05 sale sie aie shave 
Saskatchewan,.........- 
PAID Orta visrscsierets ore odetele reves 
British Columbia ....... 


3,563 | 2,604 13 8,519| 6,439] 76 
4,013 | 3,025 75 SHEISWAT Piastew || ti8) 
520} 415 80 1,954} 1,605 | 82 
Ty 530 70 2,445) 2,010] 82 
658| 471 } 72 TL IETASN SESSIVAON | Zee 
1,318 876 | 66 2,476| 1,811 | 73 


1Based on card-reporting institutions. Data for Canada include data from 
Prince Edward Island and Nova Scotia. 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
1955—1957; and 1960. 


®9Compare the five-year retention ratio of 67 per cent for all patients on books at the end of 
1955. 


Similar results were reported from Denmark, where 58 per cent of the patients in the institu- 
tions in 1957 were hospitalized five years later. Juel-Nielsen, N., and Stromgren, E., Five-years 
later, Acta Jutland. Med. Ser. 13, 35(1), 1963. 
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The provincial retention ratios ranged from 31 per cent to 53 per cent for 
patients hospitalized less than five years, from 60 per cent to 80 per cent for those 
hospitalized between five to ten years, and from 73 per cent to 82 per cent for 
patients hospitalized ten years or more. 


The greater variation in provincial retention ratios for patients hospitalized 
less than ten years is a reflection of differences in discharge and death rates due 
to such factors as differences in patient composition, treatment programmes and 
availability of alternative forms of care. 


For patients admitted more than ten years previously, provincial retention 
ratios varied less. Four provinces, each having retention ratios between 76 per 
cent to 80 per cent, had marked differences in budget, personnel and treatment 
programmes. These differences in programme and budget seem to have relative- 
ly little effect upon the retention ratios of patients hospitalized for more than ten 
years. 


Diagnostic Differences by Time since Admission 


Two-thirds of all patients diagnosed as schizophrenia or paranoid psychoses 
were retained continuously for five years in comparison to one-quarter of 
psychoses of the senium and four-fifths of patients with mental retardation. 


With the exception of psychoses of the senium, the five-year retention ratios 
for various psychoses differed less than 5 per cent between those hospitalized 5 to 
10 years, and those hospitalized 10 years and over. With increasing length of 
hospital stay, the retention ratio for affective psychoses approached that for 
schizophrenia and paranoid psychoses. It was noted previously that the diagnoses 
are those made on admission and the diagnostic evaluation of these patients may 
have changed. 


For patients diagnosed as mental retardation, five-year retention ratios were 
76 per cent for those admitted less than five years previously and 81 per cent for 
those admitted more than five years previously. These patients with mental 
retardation are younger than patients with psychoses, and patients remaining in 
hospital would be less rapidly diminished by death than would the long-stay 
groups for other diagnoses who have an older age composition. 


Estimated Number of Deaths between 1955 and 1960 


Of the 67,525 patients on the books of Canadian psychiatric institutions at 
the end of 1955, 42,660 remained continuously on the books for five years. 
Among the 24,865 patients who had left hospital during this five-year period, it 
is estimated that at least one-third (N=8,656) had died in hospital during 
1956-1960.1° 


10The number of 8,656 deaths was estimated from tabulations giving the durations of hospital 
stay for card-reported deaths during 1956-1960. 


Deaths during 1956-60 with 5 + years of Care ........ eee e eee cece eee ee eee 6,713 
Deaths during, 19567 with. J-—5 “yearS Of Care: boc. cce cape eee nescence s 856 
Deaths during 1957 with 2—5 yearsS Of CATE 2... cece eee ee cece eee et eens 605 
Deaths during 1958 with 3—5 yearS Of CATE ........- cree eee eee reer ee neene 314 
Deaths during 1959 with 4—5 years Of CATE ...... Lecce ee eee eee eee rene 168 
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FIGURE 10-7 


PATIENTS ON BOOKS, DEC. 31,1955 
DISPOSITION WITHIN FIVE YEARS 
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Among a total of 67,525 patients on the books of Canadian psychiatric 
institutions at the end of 1955: 


—less than one-quarter had been discharged alive during the next 
five-year period; 

—five-eights remained continuously on the books for five years; 

—at least one-eighth died in hospital within five years. 


From the 39,548 patients at the end of 1955 who had been admitted before 
1950, there were 30,306 retained continuously to the end of 1960. Between 1955 
and 1960, 9,242 individuals had left hospital and the minimum estimate of the 
number of deaths in hospital (based on the number of deaths during 1956-60 of 
patients with over ten years of hospital care) is 4,702. Thus, among the patients 
on books for more than five years at the end of 1955, at least one-eighth had 
died, less than one-eighth had been discharged, and three-quarters remained 
on the books by the end of 1960. 


Continuous Hospitalization between 1955 and 1960 


The 42,660 patients retained continuously on the books between 1955-1960 
represent the hold-over from admissions of many earlier years. The total 
amount of continuous time on the books is estimated as over 600,000 years. 
This is a minimum estimate since patients admitted before January 1, 1941, are 
assigned a mean stay of 20 years. 


TABLE 10-5 


MINIMUM ESTIMATE OF YEARS OF CONTINUOUS HOSPITAL CARE 
FCR PATIENTS ON BOOKS MORE THAN FIVE YEARS, CANADA, DECEMBER 31, 1960 


Estimated Mean Time Total years of 
Period Admitted Number | (Years) on Books, to | Continuous Hospital 
December 31, 1960 Care 
Jan. 1, 1951—Dec. 
SU} TOS Site. cee Sixicos secu aometene 12,354 7 92,655.0 
Jan. 1, 1946—Dec. 31, 
8,352 12% 104, 400.0 
6,265 17% 109,637.5 
15,689 20 313,780.0 
42,660 620,472.5 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
1960. 


The costs of hospital care for these 42,660 patients continuously hospitalized 
between 1956 to 1960 is estimated in Appendix 10-1 as over $282.6 million for 
the five-year period. The personal and diagnostic characteristics of this group of 
patients continuously retained between 1955 and 1960 are detailed in Table 10-6. 
On the basis of the 1955-1960 experience that three-fourths" of the patients who 


1 Among the 10,466 separations with more than five years of hospital care during 1956-60, about 
one-third (N=3,753) had left by discharge and the remaining two-thirds by death. 
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had been on the books for over five years at the end of 1955 were continuously 
retained an additional five years (Table 10-3), one may estimate that about 
30,000 of these 42,660 patients (admitted before 1956) would remain continu- 
ously on the books until 1965 unless marked changes occurred in death rates, 
treatment programmes, discharge policies, or provision of facilities for com- 
munity care. At a per diem cost of $5.00, an additional five years of continuous 
hospital care for 30,000 patients would amount to $273.8 million. 


TABLE 10-6 


PERSONAL AND DIAGNOSTIC CHARACTERISTICS 
OF PATIENTS CONTINUOUSLY HOSPITALIZED, 
CANADA, DEC. 31, 1955 — DEC. 31, 1960 


PERSONAL CHARACTERISTICS 


Age in Years Total Male | Female 
OVAL saslele elec aero ctsiain. oe 42,660 23,587 19,073 
Warder! USG% .Fc.peree lai eieye 2 ekete 1,781 1,056 725 
LOSS 4 tes eats che Bie eee 2 8,801 5,184 3,617 
SS =—eAAs tne ciehe ceauete elise cls's ois ¢ 6,947 3,962 2,985 
AS — OF Gb Fe) gadtoleis noe ahe0'e «ys 16,569 9,150 7,419 
OD FO roar ta: Sees clare Schone onert 8,493 4,196 4,297 
Age not Stated... jas: Stak 69 39 i 30 
Ee ee A eS PROSE Woe 


DIAGNOSTIC CHARACTERISTICS 


Schizophrenia | Other Psycho- 
and Paranoid | ses (affective, 
Psychoses senile, etc.) 


Mental 
Retardation 


ALL 
Year Admitted DIAGNOSES 


before 1956 42,660 18,089 8,506 13,113 
1951—1955 12,354 3,833 2,639 4,699 
1946—1950 8,352 3,286 1,910 25576 
1941—1945 6,265 2,714 1,290 1,819 
before 1941 15,689 8,256 2,667 4,019 


Source: Dominion Bureau of Statistics, special tabulations and Mental Health Statistics 1960, p. 43. 


Two-year Retention Ratios among Patients Admitted 1955-1959 


Method of Calculation 


Changes in the proportion of individuals admitted during the year who 
remained on the books at the end of the same year are difficult to evaluate. The 
ratio of individuals on books at the end of the year to the number of admis- 
sion-events during the year are not comparable from year to year, since the 
number of unduplicated individuals among those admission-events varies due 
to the increasing percentage of readmissions during this time (see Appendix 
10-2). 
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However, it is possible to estimate the frequency of retention for undupli- 
cated patients on books!? of card-reporting institutions. By rearrangement of 
tabulations in the DBS annual series, Patients in Institutions, it is possible to 
determine the retention of a group of unduplicated individuals.!% 


Two-year retention ratios refer to the proportion of patients remaining on 
the books at the end of the year during which they were admitted, who remained 
continuously on the books at the end of two calendar years after the year of 
admission. A two-year period of retention was selected in order to provide 
some estimate of the proportion of patients becoming long-stay. 


It is emphasized that these retention ratios: 


do not describe the type of separation; 

are based upon patients remaining on books at the end of the year of admission, 
rather than on admissions, and that 

some of the patients remaining on books may not be hospitalized. 


At the end of 1955 there were 5,810 males on the books who had been 
admitted less than one year previously, that is during 1955; at the end of 1956 
there were 2,884 males on the books who had been admitted from 1 to 2 years 
previously (during calendar year 1955); and at the end of 1957 there were 2,249 
males on the books who had been admitted two to three years previously 
(during calendar year 1955). Thus, one can calculate that among 5,810 individual 
males who were admitted during 1955 and remained on the books at the end of 
1955, 2,884 or 49.6 per cent remained on the books at the end of 1956, and 2,249 
or 38.7 per cent remained on the books at the end of 1957 (see Figure 10-1). 


Similar estimates may be made for various diagnostic and age-sex groups, 
and for all patients reported from individual provinces. Patients may be followed 
for one and two calendar years after the year of admission; subsequently, time 
since admission is grouped in two- and five-year periods. Appendix 10-3 con- 
tains the basic data for calculating these retention ratios. 


Detailed characteristics of patients on the books at the end of the year of 
admission were available for patients admitted during 1960. Nearly 80 per cent 
of these patients were reported from public mental hospitals, and 8 per cent 
were in hospitals for mentally retarded. Thirty-three per cent were diagnosed as 
schizophrenia, 15 per cent as mental retardation, and 10 per cent as psychoses of 
the senium. Psychoneuroses formed less than 8 per cent of all patients, and 60 
per cent of the psychoneuroses were on the books of public mental hospitals 
(Appendix 10-4). 


Trends in Retention Ratios, 1955-1959 


Overall the retention ratios were lower for females than males, and lower 
for patients admitted in 1959 than for those admitted in 1955. For males the 
two-year retention ratio decreased from 38.7 per cent for those admitted in 1955 
to 32.2 per cent for those admitted in 1959; for females, the retention ratio 
decreased from 32.2 per cent to 27.4 per cent.!4 


It is highly unlikely that a person would be reported on books of more than one institution. 


13This method is similar to that used by W. H. Frost in analyzing tuberculosis mortality in 
successive decades for persons grouped by year of birth. Frost, W. H., The age selection of 
mortality from tuberculosis in successive decades, Am. J. Hyg. 30:91-96, 1939. 


14Similar improvement was evident for the one year retention ratios of those remaining on 
books at the end of the calendar year subsequent to the year of admission, that is, this 
improvement was occurring not only during the first year of the patient’s care but between the 
first and second anniversary also. 
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Provincial Variation, 1955 and 1958 


Fewer patients were retained from the 1958 admissions than from those 
admitted in 1955 in eight of the ten provinces (see Appendix 10-5). 


Retention by Age Group 


The estimates of retention ratios by age group are subject to minor 
variation due to categorization by age rather than birth year. Those patients 
aged 20-39, on books two to three years at the end of 1957, were not entirely 
derived from the patients aged 20-39 who were on the books less than one year 
at the end of 1955. For patients under the age of twenty the method of estimation 
is not affected by these discrepancies. If the age groups are made relatively 
broad, the effect of this discrepancy will be reduced (see Appendix 10-6). 


Retention was highest in patients under the age of 20. Males admitted dur- 
ing 1955 had a retention ratio of 68.9 per cent, while the ratios for males admit- 
ted in other years and for females ranged relatively little between 57.1 per 
cent to 60.9 per cent. The majority of this age group would be diagnosed as 
mentally retarded. 


Over-all retention was similar among those aged 20-39 and those aged 
40-59, being lower than for those under the age of 20, or over the age of 60. 


TABLE 10-8 


TWO-YEAR RETENTION RATIOS BY SEX, AGE,AND DIAGNOSTIC GROUPS, 
FOR PATIENTS ON BOOKS AT THE END OF THE CALENDAR YEAR OF ADMISSION, 
ALL CARD-REPORTING PSYCHIATRIC INSTITUTIONS, 
AND BY AGE GROUP FOR PUBLIC MENTAL HOSPITALS, 
CANADA, 1955 AND 1958 


All Institutions Public Mental 


Male PE: Se Hospital 
1955 at 1955 eel 1955 
% % % 
1, Het) 34.3 


Age group (years) 


Under 20 .« cota ster euetetons wrt eieueteleteners 58.2 30.1 
QO 39» sacle douste oketenehe le tachome on eteter ens 18.2 

Ye ee BE 20.4 \ ce 
GOA: s sos 6 a Wiehe ele) sWekenebere Guctoisile Melony Sbs2 SOLD 


Diagnostic groups 
Schizophrenia and 

paranoid psychoses ..........- 
Affective psychoses .......eeeeee 
Psychoses of senium.. ......... 
Mental retardation ....... 0s... .0<- 


Source: Appendix Tables 10-6 and 10-7; 
Department of National Health and Welfare, Mental Health Division, 
Selected Mental Health Statistics, Canada 1955-1960; 


Dominion Bureau of Statistics, 
Mental Health Statistics, Supplement: Patients in Institutions, 1960. 
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For patients in public mental hospitals a more marked reduction in 
retention occurred for those under 20 years between 1955 and 1958, than was 
evident in the ratio for all institutions. 


Retention by Diagnostic Group 


Retention ratios by diagnostic group are detailed in Appendix 10-7, and 
summarized in Table 10-8. The retention ratios were highest for mental 
retardation, varying between 70 per cent and 83 per cent for males, and 68 per 
cent to 80 per cent for females. There did not seem to be any consistent trends 
during 1955-1959. 


Retention of psychoses of the senium varied between 29 per cent to 35 per 
cent for males, and 39 per cent to 45 per cent for females. Retention of females 
was higher, reflecting the higher death rates among males. 


Schizophrenic and paranoid psychoses decreased in retention between 1955 
and 1959 for both males (35 per cent to 26 per cent) and females (27 per cent 
to 22 per cent). 


Affective psychoses had the lowest retention ratios (of the groups studied), 
14 per cent to 20 per cent for males and 12 per cent to 15 per cent for females. 
The ratios for females changed very little during this period. 


Absolute Number of Patients Retained Two to Three Years 


The preceding section has described the reduction in the percentage of 
patients retained two to three years. Although the number of admission-events 
(both first and readmissions) has steadily increased, the absolute number of 
patients remaining on the books continuously for two to three years was not 
higher for patients admitted in 1958 than for those admitted in 1953 or 1955. For 
public mental hospitals the number was 8 per cent lower for admissions during 
1958 than for admissions during 1953. 


TABLE 10-9 


NUMBER OF PATIENTS RETAINED ON BOOKS AT THE END 
OF TWO CALENDAR YEARS AFTER THE YEAR OF ADMISSION, 
CANADA, ALL CARD-REPORTING PSYCHIATRIC INSTITUTIONS, 
AND PUBLIC MENTAL HOSPITALS, 1953, 1955, 1958 


Year of Admission 


Sex Try oh J 
1953 1955 1958 
T 
Maes Fie. os visite a's ers nretereter cletststerctace etetevetste aa sss 2, 186 2,249 2,070 
Bema les iis:d sic. daisies srekelere aheleleihebarst anche 6; aus. oe s.0.8 1,864 1,870 1,893 
Motal— All in SCitutlOms sielcerslerasveists oss ous. ss « 4,050 4,119 3,963 
Publicimentalshospitals penctehistes «6 sees «0 3,119 3,140 2,859 


Source: See Appendix 10-3A- 
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Actuarial Estimates of Retention by Province, 1956-1960 
Method of Calculation 


In the preceding part of this chapter various estimates were made of the 
retention of patients on the books for different lengths of time. These two-, five- 
and ten-year retention ratios refer to patients on the books and not to groups 
of admissions. 


Probabilities and rates of discharge and death, and longitudinal retention 
may be calculated for groups of admissions by means of life-table methods. It is 
only within recent years that these methods have been widely used, but their 
application to data from psychiatric institutions had been described over 120 
years previously by William Farr.!5 


In Canada, such calculations have been described by Fisher and Clarke, 
Fisher and Schultz, Wanklin, et al., and Sellers. Dominion Bureau of Statistics!® 
has published a report on the rates and probabilities of separation from mental 
institutions for patients diagnosed as schizophrenia, mental deficiency and 
psychoses of the senium respectively for the years 1956, 1957 and 1958.17 


It is possible to apply actuarial analysis to data from the institutions of 
individual provinces. Estimated discharge rates were calculated for each province 
and for various duration intervals for the period 1956-1960. Absolute discharge 
rates were used in order to obviate provincial differences in death rates due to 
variations in the admission of aged patients. The method described by Fisher 
and Clarke was employed.!®8 The absolute rates represent the rate of discharge 
if there had been no deaths. These retention rates would decrease if the dis-. 
charge rates increased, and would not be affected by changed death rates. The 
actual proportion of patients remaining in hospital is somewhat less than that 
estimated by retention rates, since the number of residents is also depleted by 
death within the institutions. 


The converse of discharge is retention. The retention rate is unity minus 
the discharge rate and is defined as the estimated proportion of patients re- 
maining under hospital care at the end of a specified duration interval, if there 
had been no deaths during that interval. 


Some discrepancies in card reporting were evident during this five-year 
period from institutions in Prince Edward Island, Nova Scotia, and Alberta, 
where there had been variation in the number of card-reporting institutions 
(see Appendix 8-1). Because of these discrepancies, retention rates are not listed 
for these three provinces. National rates are derived from data including these 
three provinces. 


Stay-specific Retention Rates 


The estimated retention rates for various duration intervals are shown in 
Table 10-10. Nationally, 62 per cent of admissions remained under hospital 


16 Farr, W., op. cit. 

16Dominion Bureau of Statistics, Rates and Probabilities of Separation from Mental Institutions, 
1956-1958, op. cit. 

17See p. 78. 

18Fisher, J. W. & Clarke, E. E., The Derivation of Rates of Separation from Mental Hospitals, 


Report Series, Memo No. 1, Mental Health Division, Department of National Health and Welfare, 
Ottawa: Queen’s Printer, 1955. 
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care at the end of one month, and 82 per cent of patients who had been hos- 
pitalized for 5 years remained under hospital care a further 5 years. 


The estimated retention rates show considerable interprovincial variation 
for the early duration intervals 0-1 month (ranging from 53.8% to 79.1%), 1-4 
months (ranging from 36.4% to 55.4%) and 4-12 months (ranging from 39.2% 
to 73.9%). These interprovincial variations reflect differences in accommodation, 
admission and discharge policies, patient characteristics and community alterna- 
tives to hospital care. For the duration interval 1-2 years there is less variation; 
the retention rates for five out of the seven provinces tabulated (Quebec, 
Ontario, Manitoba, Saskatchewan and British Columbia) were within a 5 per 
cent range. 


Ten-year Retention for Patients Remaining Various Intervals 


The retention rates for individual duration intervals may be combined to 
project the proportion of admissions remaining at subsequent intervals. Nation- 
ally, 61.9 per cent of admissions were retained to one month, and 48.5 per cent of 
patients who had been hospitalized one month remained to the end of four 
months. The estimated proportion of admissions retained four months is cal- 
culated as 61.9 per cent x 48.5 per cent=30.0 per cent. 


As described in Chapters 3, 6 and 7, there is considerable interprovincial 
variation in the types of accommodation, diagnostic characteristics of admissions, 
and proportion of readmissions among all admissions. To reduce the effect of 
these differences the cumulative proportion of patients remaining under continu- 
ous hospital care was calculated for a group of patients who had been hospi- 
talized for various lengths of time. Populations hospitalized more than four 
months would contain relatively few patients in psychiatric units or psychiatric 
hospitals, or patients with alcoholism or psychoneuroses, and would consist 
largely of patients under the care of mental hospitals and hospitals for mentally 
retarded. 


On the basis of national data for the five-year period 1956-1960, it is 
estimated that 32.2 per cent of patients hospitalized for four months would 
remain continuously hospitalized for ten years, if there were no deaths. 
Provincially this ranged from 13.6 per cent to 37.4 per cent, with five provinces 
having ratios between 32.6 per cent and 37.4 per cent. For patients hospitalized 
two years, the national estimate is that 65.0 per cent would remain 10 years, if 
there were no deaths. 


The provincial variations evident in the retention of admisisons were less 
marked in the subsequent retention of patients who had remained hospitalized 
for four or more months. For patients who had spent four months in hospital, 
further retention until two years ranged between 46.5 per cent and 56.5 per cent 
for six provinces. Ten years retention for patients who had spent two years in 
hospital showed even less variation, ranging from 66.2 per cent to 71.2 per cent in 
five provinces. 
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TABLE 10-12 
ESTIMATED TEN-YEAR RETENTION FOR PATIENTS ON BOOKS AT SPECIFIC 


INTERVALS, ALL CARD-REPORTING PSYCHIATRIC INSTITUTIONS, 
CANADA AND SELECTED PROVINCES, 1956 - 1960 


Patients 


on Books Canada| Nfld. N.B. | Quebec!/Ontario| Man. B.C. 
at End of: 
a 7o Zo Jo To 


Patients on books at end of one month: 

1 month... .ccercesoees 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 
4 months’). <c1<\e + esieie + sie 48.5 48.2 45.5 55.4 50. 2 5351 42.3 36.4 
I 2Demon tS: s).iesie! cleietetonere « 30.3 DISS Tf 33.6 38.0 S237, 30.9 Died PIES} 
DWV.EATSPleare tie eiele-cbsiete> oa 24.0 Whe 14 21.6 ois 26.4 24.7 22.8 17.7 
SRVCENE) —OaQGOO uO 700M 00 DGS 13.9 19,2 28.2 24.0 2207 20.4 1528 
5 WEATSiels eile ele lolelcre os 18.9} 10.5 17,4 24.8 21.6 20.4 18.3 13.9 
IOyears tesco ose ocr 15.6 6.5 14.8 20. 7 18.8 oe) 15.4 10.8 


Patients on books at end of four months: 

A MOM th Sieele ile cio iets onerenere 100.0| 100.0 | 100.0 | 100.0 100.0 | 100.0 | 100.0 | 100.0 
T2imon th's jee ele erie oe ole 62.3| 39,2 73.9 68.5 650%— 5852 64.0 6153 
ALMEEVES FOCOOUCCOOUC0a 49.5 3535 47.5 56.5 52.7 | 46.5 54.0 48.7 
3 ViEATSispeicis sole skeletons 44.4} 28.9 42.1 50.8 47.9 | 42.7 48.3 43.3 
Si VCarsigl «5.20. cietocmyekenes 39.0} 21.8 38.1 44.6 42.9} 384 43.4 38.1 
10syears:. eine. semen 32:2:| 743.6 j 32.6 || 3724 3704: (a: S8ube} 036530)" 129.8 


Patients on books at end of one year: 


I2EMONItHS E.'s ele ol sicleiere tere 100.0} 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 
ASIEN PISO OOD OO OUT Ga 79.4] 72.1 64.3 82.4 81.0 79.8 84.3 79.5 
S VEALS sielccls ole 6 cheeks siete TAL | B58.8 57.0 74.1 73.6 73.4 75.4 70.1 
DV CAaTS! Os. clewle clstereerelels 62.5| 44.3 5156 65.2 66.0 65.9 67.8 6251 
1Oky,earsizi « + clereheletere SA Oy ee .0 44.1 54.6 57.5 56.8 56.7 48.5 
Patients on books at end of two years: 
2 VEAtSuer. ecleleleke ssidte siete 100.0] 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 
Si ¥ CATS iste lclele islelele wi ciele lore 89.6} 81.6 88.6 89.9 90.9 91.9 89.4 88.8 
DS) VALS) sveyove’arete siebeleiehe eho 78.8| 61.5 80.3 79.1 81.5 82.6 80.4 USe2 
OBIE Gradooodosdoadc 65.0} 38.3 68.6 66.2 71,0 Tals Ves (Subel 
Patients on books at end of three years: 
SIVICATSEN. cies cle wie eieistetete 100.0] 100.0 | 100.0 ) 100.0 | 100.0 | 100.0 100.0 
DIVEATS Mie. dele cleretee «hans Me) || TS) 90.6 87.9 89.7 89.8 88.0 


10" years. Saietee eet 72.5| 46.9 77.4 73.6 78.1 77.4 


Source: Derived from Table 10—10. 
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RIGUIRE O12 


ESTIMATED PROPORTION OF PATIENTS REMAINING 
CONTINUOUSLY ON BOOKS AT SUCCESSIVE INTERVALS 


FOR VARIOUS STAY-SPECIFIC COHORTS 
CANADA, ALL INSTITUTIONS, 1955-1960 


PATIENTS 
ON BOOKS 


END OF 3 YEARS 


END OF 2 YEARS 


END OF | YEAR 


END OF 4 MONTHS 


END OF |MONTH 


a S 5 


NUMBER OF YEARS SINCE ADMISSION 
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Conclusions 


(i) Two-thirds of patients in psychiatric institutions at the end of 1950 
remained under continuous hospital care to the end of 1955, and in seven 
provinces 53-54 per cent remained until the end of 1960. 


(ii) Of the 67,525 patients on books of institutions at the end of 1955, 
five-eighths remained under continuous care, at least one-eighth died, and less 
than one-fourth had left by the end of 1960. Retention ratios were lowest (44 per 
cent) for those hospitalized under five years, and higher for those with five to 
ten years of hospitalization (73 per cent) or over ten years of care (78 per 
cent). 


(iii) For the 42,660 patients under continuous hospital care between 1955 
and 1960 at least 600,000 years had been spent in hospital, and an estimated 
$283 million expended on hospital care for the five-year period 1955-1960. 


(iv) Definite changes occurred in the retention of patients admitted between 
1953 and 1959. A lower proportion of patients was retained from the patients 
remaining on books after admission in 1959 than from those admitted in 1955. 
The absolute number of mental hospital patients retained two to three years 
was 8 per cent lower for admissions during 1958 than for admissions during 
1953. 


(v) It is estimated that one-third of admissions during 1956-1960 remained 
hospitalized for more than four months, and that one-third of patients remain- 
ing four months would remain continuously hospitalized for ten years. In five 
of the provinces the proportion of patients hospitalized four months remaining 
until ten years ranged from 33-37 per cent. For patients hospitalized two years 
the national proportion remaining ten years was 65 per cent, ranging from 
66-71 per cent in five provinces. Interprovincial variation was more marked 
in the early months, and decreased with increasing stay. 


(vi) Statistical analyses of retention of patients under hospital care should 
be performed by Dominion Bureau of Statistics. These analyses should include 
additional demographic and hospital data available on the admission cards. 
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PERSONNEL, FINANCES, AND 
OUT-PATIENT CLINICS 


Personnel 


Interpretation of Personnel Ratios 


Since 1931, DBS has published tabulations of the number and type of 
personnel in psychiatric institutions. Although personnel. have increased in 
number, it is difficult to equate this with parallel changes in the amount or 
“quality” of patient care. The confusion is extended by including part-time 
personnel with full-time personnel, by large differences in the professional 
qualifications and functions of these personnel, and by not categorizing per- 
sonnel in various types of psychiatric institution separately. 


The ratio of patients to personnel is an indirect indication of the maximum 
amount of time available (but not necessarily utilized) for patient care. Because 
of variation in the work week, vacations, etc., a more direct indication would be 
in terms of personnel hours per patient day. Such ratios of personnel hours per 
patient day have been used in DBS publications for general hospitals. 


During 1960, public psychiatric institutions (excluding psychiatric units) 
reported! spending $75.3 million in salaries and wages, having 27,182 full-time 
personnel, and spending $3.18 on salaries and wages per patient-day. On the 
basis of a 2,000-hour work-year for personnel, it is estimated that the mean 
hourly rate for personnel was $1.40, and that patients had a total of 2.3 hours of 
personnel time per patient-day.2 This is less than one-fifth the 1958 ratio of 
11.85 hours per patient-day for general hospitals. 


Historical comparisons of ratios of personnel to patients are unreliable 
because of the shortening in length of the work week, increased vacation, 
holiday, and sick leave benefits which have occurred over the past 30 years. 


1Dominion Bureau of Statistics, Mental Health Statistics, Financial Supplement 1960, Ottawa: 
Queen’s Printer, 1962. 


There were 1,147 full-time registered nurses reported, which represents a ratio of one 
registered nurse to 59 patients, or 5.6 minutes per patient-day. The ratio of eight full-time 
physicians per 1,000 patients represents a maximum of 19 minutes of physician care per patient 
per week. In non-federal general hospital psychiatric units with residency training programmes, 
an estimated 3.1 hours per in-patient per week were spent by physicians. Department of National 
Health and Welfare, Research and Statistics Division, Survey of Psychiatric Units in General 
Hospitals, 1957, Preliminary Report, dupl., April 1960. 
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TABLE 11-1 


PERSONNEL HOURS PER PATIENT-DAY, PUBLIC GENERAL HOSPITALS, 
CANADA, 1958. 


HOURS 
AIL Per Onna oo, ovat Cast coke ce ere er see 11.85 
Graduate nurses..... a (e/e) sie) ehavetelle/ciiclie) s\ereielre Cec eneecceceacs 2.61 
StudentinurSesiniy. sisic sceieie 4 elaieleisiersie sje eve ceceece sreieisie sites 1.35 
Graduate nursing aSsistantS.....cceccccccceees alolehetanele stare 0.74 
Prainee nursine assistants ie aielsieleicie eisiene/ ais) a) (ere iels aiererete siene 0.22 
Orderltes7. avers ciara severe selenite aLa|lafisheliel el slisiie/s]! ele)ie si'e)'s ie) ee) elece oie o. 0.34 
Int ermsy cies aie oes teres oie\elle) ee lols aNeialalahersieleresiele: «sass a er oreveusianeals 0.26 
Other personnels. cw cleicisialelerelere Pieieteratevetetelalenciels)sie etefel xaos. e 6.33 


Source: Dominion Bureau of Statistics, Hospital Statistics, 1958, Vol. 1, Ottawa: Queen’s Printer, 
1960, p. 127. 


Hospital Differences in Personnel Ratios 


“Mental hospitals are often in the position of having to rob Peter to pay Paul, any 
improvement in the care of one type of patient being made at the expense of the 
other.”’3 


Within similar institutions with similar numbers of personnel, the amount 
of care provided for various types of patients (recent admissions, continuing 
patients, geriatric, infirmary, etc.) may vary widely. From the DBS data, it is not 
possible to relate over-all changes in personnel ratios to changes in the amount, 
type and quality of patient-care for various types of patients. DBS does not 
separately tabulate the number and type of personnel for public mental 
hospitals, hospitals for mentally retarded, hospitals for the aged and senile. 
Within different types of institution the over-all ratios of personnel vary widely. 
In 1960 the salary and wage cost per patient-day was $2.97 in mental hospitals 
and $11.97 in psychiatric hospitals. There is a wide range in ratios of patients to 
different types of nurses in various kinds of institutions. In British Columbia 
these ratios varied from 14.2 patients per Registered Nurse in a psychiatric 
hospital to 150.2 patients per Registered Nurse in a hospital for mentally 
retarded. 


Although the purpose and functions of psychiatric hospitals are quite 
different from those of mental hospitals, the personnel of this type of hospital are 
not separated from other personnel in DBS publications. 


Historical Changes in Personnel Ratios 


“There is strong evidence that the number of therapeutic staff members on the 
wards—in even the better mental hospitals—has decreased since the 1850’s.”’5 


® Jones, Kathleen and Sidebotham, R., Mental Hospitals at Work, op. cit., p. 136. 


4Dominion Bureau of Statistics, Mental Health Statistics, Financial Supplement, 1960, op. cit. 


5Group for the Advancement of Psychiatry, Committee on Hospitals, Administration of the 
Public Psychiatric Hospital, Report No. 46, New York: The Association, p. 148. 
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TABLE 11-2 
NURSING STAFF RATIOS, 
BRITISH COLUMBIA PROVINCIAL MENTAL HEALTH SERVICE, 
MARCH 31, 1962 
Provincial | Valleyview | Woodlands 
Crease Clinic| Mental Hospital School 
(psychiatric | Hospital | (hosp. for | (hosp. for 
hospital) (mental aged and mentally 
hosp.) senile) retarded) 
Average number of hospitalized 
patients 1961—62 ... 030). 01.1 28 242 2,825 736 1,352 
Nursing Staff at March 31, 1962 
Registered Nurses 
INUM DE TARY. esi ois acale ayensueiexe  ofeceuans 17 45 10 9 
Patients per nurse.........cee06 14,2 62.8 73.6 150.2 
Psychiatric Nurses 
INUMDe Gi eh perreOtSte so sacle eye aie) ciate 96 370 144 257 
Patients per nurse......... atepets Des) oO, Del 553. 
Aides 
BM B08 og a acate, tyachiarerainite 40 « wins eo 70 321 144 349 
Patients per aide, 3.5 8.8 ook 3.9 


Source: British Columbia Dept. of Health Services & Hospital Insurance; Mental Health Services 
Branch, Annual Report for twelve months ended March 31, 1962, Victoria: Queen’s Printer, 
1963, p. 33. 


TABLE 11-3 


DISTRIBUTION OF PERSONNEL, 
PROVINCIALLY OPERATED PSYCHIATRIC INSTITUTIONS, ONTARIO, 1960 


All Facilities Psychiatric Hospital 


Average number of hospitalized patients... DA S93; = 71 = 0.3% 
Physicians, certified specialists......... 91 = 8= 8.8% 
Pe COORG tS ics cuca eee Cees sees 91 = 17 = 18.7% 
Psychiatric social workers .......eceee08 85 = 17 = 20.0% 
Registered occupational therapists ....... 38 = 7 = 18.5% 


Source: Ontario Department of Health, Mental Health Branch, Ninety~ fourth Annual Report of the 
Mental Health Branch of the Department of Health of the Province of Ontario, calendar year 1960, 
Toronto: Queen’s Printer, 1961. 
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Nationally, there were 145 patients per physician in provincially operated 
institutions in 1932. In 1960, reporting Canadian psychiatric institutions (includ- 
ing private and federal hospitals, but excluding psychiatric units of general 
hospitals) had 125 patients per full-time physician, and an estimated 345 
patients per full-time qualified psychiatrist.® 


The minimum ratio of ‘“‘well qualified physicians”, recommended for Canadi- 
an mental hospitals twenty years ago, was based on the number of resident 
patients, and the number of admissions. 


“There must be adequate medical staff of well-qualified physicians, the proportion to 
total patients to be not less than 1 to 150 in addition to the superintendent, and to the 
number of patients admitted annually not less than 1 to 40.’’7 


Although the ratio of admissions per mental hospital bed has doubled 
between 1932 and 1960, the ratio of physicians to patients has not. It is not 
possible to estimate from the published personnel ratios to determine whether 
patients in mental hospitals received ‘‘more’”’ or ‘‘better’’? medical care in 1960 
than 1932. The recommended standards of 150 patients per physician in 
“continued treatment services’, and 30 patients per physician in ‘“‘admission and 
intensive treatment services” described in 1958 by the American Psychiatric 
Association, were considered obsolete two years later.’ 


“Existing Standards...are based on a philosophy of treatment which no longer 
prevails. This refers to the philosophy of a decade ago, of intensive treatment for the 
newly ill and humane care for patients with long standing illness, as opposed to the 
current philosophy of total treatment for all. During the 40’s and 50’s the Standards 
rightly spelled out the operational requirements: today, we need to measure the 
eflectiveness of service. The two propositions are different in essence.’’9 


Even more marked difficulties arise in the derivation of suitable standards 
and patterns for staffing psychiatric divisions of general hospitals. 


“Considerable additional experience and evaluation is required to determine more 
appropriate and effective patterns of staffing in terms of number, type, training and 
function of various categories of personnel. In view of the marked changes proposed 
in the nature of general hospital psychiatric care there is considerable need for 
clarification and evolution of various patterns of professional and administrative 
responsibilities both within the psychiatric department, and to the over-all hospital 
structure. The function, role, responsibilities, and inter-relationships of such profes- 
sions as psychology and social work (which to some extent have been established—or 
calcified—in traditional 24-hour hospitals or 8-hour, 5-day-a-week clinics) can not be 
automatically transposed to the proposed community mental health centre.’’10 


6Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., pp. 143-144. Over one- 
half of the physicians were not qualified psychiatrists. 


7Canada, House of Commons, Special Committee on Social Security, Minutes of Proceedings 
and Evidence, No. 11, op. cit., Appendix ‘‘A’’. Brief presented by various Directors of Provincial 
Mental Health Services, and Professors of Psychiatry. 


8 American Psychiatric Association, Committee on Standards and Policies of Hospitals and 
Clinics, Standards for Hospitals and Clinics, 1956 edition, revised June 1958, Washington: The 
Association, 1958. 


®*Mental Hospitals, May 1960, pp. 37-38. 


Richman, A., Psychiatric services (Administrative Review), Hospitals 33:141-142 et passim, 
1964. 
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Professional Qualifications of Personnel 


“In a hospital organization the level of treatment will seldom rise above the standard 
set by the physician. If physicians are inadequate in number or calibre, the patients 
suffer.’’11 


In 1960 there were 1,015 physicians reported from all Canadian psychiatric 
institutions (excluding psychiatric units). Nearly one-half (N—496) of the 
physicians were “part-time”, and included 71 qualified psychiatrists and 275 
consultants in non-psychiatric specialties. Of the 519 full-time physicians, 32 
were Clinical Directors and 188 were Specialists in Psychiatry. Thus, less than 
one-fifth of the total medical personnel were full-time Specialists in Psychiatry. 


TABLE 11-4 


QUALIFICATIONS OF SELECTED PROFESSIONAL AND TECHNICAL PERSONNEL, 
ALL PSYCHIATRIC INSTITUTIONS?, CANADA, 1960 


Full Time | Part Time 


Psychologists 
WAC DE GEOLC Eis lotelstalct els elels siolelelele’e ts ee slslelele) eisisieleeie © stele cele) ¢.6 18 
WwithaMastergstde one ms rrerctererste cterelciele sie tis eicrereneve crore er steitte's Ce 6 60's 69 
Othe rerevelelsietele lel oieloreielole ol eielsioleleloleielclersi stele eiebeleleic cle eictaleke © © ole oretele 38 
Pharmacists 
ENCDAS LORE Cla rekelolelclokelelolsioleieieie(siokelokeleioisione > oieleieiayelelsieleisiels/e'e.0 leuslele 15 
OE ei everore otetetetetetete ste iaksioiletelelelctstonstelcieisisieleleieieisic (eleisieteiesicicie «/sieie) « 16 


Laboratory technicians 
COELEMET CALE Aisreyetolatetolevelors tae el oNeretotoletle! oleieie'e!ele!eloversielteleichove’sisisisteie’ oles 72 
Othrer ste, Setdaetedetetoreietee serelehete re cielelehec 6 bc 0c ce slocee ecauebasterciois 52 

Radiology technicians 
INES REELS Go. G08 UNO OO 0 00 COGIC UODIDOIOO DIT ODOC CaOOee 43 
CHAE 9.05 CONOI0.00 BND. 00.0 OOOO COU CO RICIOIIUIOOD CGO Oc: aos 2M 


Occupational therapists 
ING CUSLOLOC 41 ois eletelatic. 6 tehevets: <TGvels lens) vkoisisioiehs 4 8 esleiievelto ec eteteie ett e ¢ crete 105 


Ocrerereesttemoce tetiacee mee Cela cles ec ne eee oe ee re ce ee eet 220 
Physiotherapists 

IC DIUStOLEG sieteverel ole: eleipiere siels alee ejerolpialelsieie ee © onsrele love e ojos 0 ©fe/ e's) eleye 13 

OEM Shietakeravaiey o¥olehoreva love vereueVorere) oes velovartovevotateke eevee Ke Tele te dials "e eres eee we o ah 


Social Workers 


Masters S "dE creel. sic.cle ol cieteisleioicreistebeisiels sence. 0s ce vieieds.ce esis cs eee 86 

Bachelorissde gree... cicierotenobercdeiol cleus scons toneltloue teers /eleb erelie ib/ayore, o/s _cfehane 54 

EDCH hie seleiore elele cleleletelele eteleleieleteletciolere clete cl etelehelcisicvs/cl'e ovels)e ole! ele!s 55 
Dietitians 

WertifiCAted’. cicis.c ce «o/c co eletete eels) e elelatelete slaves) cievolcvete\s lelelels) © 0 0 ofeke 35 

Other ‘qualified! <... sites ch arte tere ee he cee Sees ce tics eclc's so ees 6. 6 

OUR STare cre <lelelsielorele cielo teterelelovelerclololcisiele coe stele eistels oteleels eis s) se ele'e 26 


(o>) 


Excludes psychiatric units. Average number of patients hospitalized in institutions, exclusive of 
Psychiatric units, was 67,663, Dominion Bureau of Statistics, Mental Health Statistics, 1960, 


Op. Cit., p- 36. 
Source: Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p- 146. 


41 Canadian National Committee for Mental Hygiene in collaboration with the Mental Hospital 
Survey Committee, A Survey of the Ontario Hospitals, dupl., Feb. 1937, p. 16. 
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Similar differences in qualifications occur among other professional groups; 
of 16,835 “nursing personnel” 1,147 were Registered Nurses, 2,464 were Psychi- 
atric Nurses.!? Among 125 full-time psychologists, 18 had a Doctor’s degree; and 
among 195 social workers, 86 had a Master’s degree.}% 


The Need for Psychiatrists 


“At the present time many physicians feel swamped by routine; routine rounds with 
a casual greeting of too many patients; routine physical examinations of those who 
have just become ill or are thought to be ill; routine reports on a hodge-podge of 
questions; and routine letters to enquiring relatives. A situation has been created 
where too few patients can have the individual attention to their problems that is 
dictated by the canons of good treatment. Mass therapy, therapy by subordinate 
technicians, and the therapy of a general program are all valuable but they cannot 
take the place of the individual discussion of moods, experiences, fears and hopes 
between the patient and his physician.’’14 


There were an estimated 600 psychiatrists in Canada in 1960.15 One-half of 
these psychiatrists (N=291) were on the full-time or consulting staff of 
psychiatric institutions (exclusive of psychiatric units).1° The proportion of 
graduates from Canadian medical schools among these 600 psychiatrists may 
be conservatively estimated as less than 80 per cent; i.e., less than 480 of these 
Canadian psychiatrists had graduated from Canadian medical schools. 


TABLE 11-5 


NUMBER OF PRACTISING PSYCHIATRISTS IN UNITED STATES 1961, 
GRADUATED FROM CANADIAN MEDICAL SCHOOLS, 
BY MEDICAL SCHOOL, DATE OF GRADUATION 


Year of Graduation Place of Graduation 
LOSS—GUe 2 see. bees nee 36 University of Alberta .......... 18 
19 SO 54k Serer, atkerthueree ac eee 61 University of Manitoba......... 22 
1945 — 40 ik isie 0 By. ae Ee a ee 67 University of casks.) been ee 1 
1940 44 Ren eg ee nts ae Croke 43 University of Toronto .......... 113 
1935=39 rahe wets eae cee 42 Queen’s University ............ 35 
1930 =34055 IS WSS eee 31 Univ. of Western Ontario ....... 23 
19 25—29 Bt, NARI Moke see oe 62 Kingston Medical College for Women 1 
1920 =24' Rie. oe. Aen as fee 25 University of Ottawa........... 6 
Before 1920, irs tecters cae ee a University of Montreal ......... 28 
LOCAL care e sap cterce hous ace ete ee ene 374 McGill University ...... ie 98 
Laval University +)... eo een: 10 
Dalhousie University .......... 19 
Total +s <A PANO MPa ees 374 


Source: Survey of American Psychiatric Association Membership, 1961, 
Conference on Graduate Psychiatric Education, Washington, D.C., 
December 26, 1962, Psychiatric Manpower Bulletin No. 3, July 1963, 


122Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 145. 
13Ibid., p. 146. 
144Canadian National Committee for Mental Hygiene, op. cit. 


15Canadian Psychiatric Association, brief submitted to the Royal Commission on Health 
Services, Toronto, May 1962, Appendix 13. 


16 Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 144. 
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In 1961, there were 374 graduates of Canadian medical schools, who were 
members of the American Psychiatric Association and practising in the United 
States.1718 There were more graduates of Canadian medical schools practising 
psychiatry in the United States than in all Canadian provincial, federal or private 
psychiatric institutions. 


Ninety-seven psychiatrists, who had graduated from Canadian medical 
schools since 1950, were practising in the United States in 1961. In 1960 there 
were 50 Canadian and foreign graduates who became qualified in psychiatry 
in Canada.’ If it is assumed that one-fifth of these 50 were graduates from 
foreign schools, this leaves 40 graduates from Canadian medical schools. The 
number qualifying during 1960 was higher than the average for the previous 10 
years, and it is estimated that less than 300 persons graduating from Canadian 
medical schools between 1950 and 1961 entered psychiatric practice before 1961. 
Therefore, it is estimated that at least one-fourth of the graduates from Canadian 
schools since 1950, who were practising psychiatry in 1961, were practising in 
the United States. 


TABLE 11-6 


ESTIMATED AVERAGE OUTPUT OF QUALIFYING PSYCHIATRISTS, 
NEEDED TO ACHIEVE DIFFERENT PSYCHIATRIST “7 POPULATION RATIOS 


Ratio of 1 per 1 per 1 per 
Psychiatrists to Population in 1970...... 30,000 | 25,000 | 20,000 
Number of psychiatrists practising in 1960.. 600 600 600 
Number of psychiatrists practising in 1970 
at theieayv Cn ratios ac isis <icseusysis ste > scone ales Tks 880 1,100 
Increase due to ratio higher than 1/30,000 
Of, VIOUS. 5 os ctelelsre Pie hs a aM AIA SEIT bir — 120 300 
Increase due to population expansion 
(4,000,000 over 1960—1970 period)....... 133 160 200 
Replacement numbers of psychiatrists 
inactivated over 1960—1970 (3% per annum) 220 244 280 
Total number psychiatrists to be qualified 
over the 10-year period (1960—1970) to 
ACHIC VE IRAE OMS spomererers siencions obalevs ofa isieleiaseions 353 524 780 T2114 2,062 
Average output from universities, each year 
over 10 years, required to achieve ratio... 35 52 78 121 206 


Note: The estimate is based on a Canadian population projection from 18,000,000 in 1960 to 
22,000,000 in 1970 and a yearly attrition rate of psychiatrists (by death, retirement, emigration, etc.) 
at 3%. 


Source: Canadian Psychiatric Association, op. cit., Appendix 13, pe 3. 


The estimated 600 psychiatrists in Canada in 1960 represented a ratio of one 
psychiatrist per 30,000 population, and ‘“‘a realistic satisfaction of need would be 


17American Psychiatric Association, Ad Hoc Committee on Manpower, Psychiatric Manpower 
Bulletin, No. 3, July 1963. 


isData from another source, the American Medical Association, indicates that there were 548 
graduates of Canadian medical schools (at least 349 of whom were born in Canada) specializing in 
psychiatry in the United States in April 1962. Judek, S., Medical Manpower in Canada, a study 
prepared for the Royal Commission on Health Services, Ottawa: Queen’s Printer, 1964, p. 280. 


19Canadian Psychiatric Association, op. cit., Appendix 13, p. 2. 
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attained by the ratio of one psychiatrist per 10,000 of the population’’.2° Between 
1960 and 1970 an additional 2,062 psychiatrists would be needed to achieve a 
ratio of one psychiatrist to 10,000 population. 


The 1962 Conference on Psychiatric Education,?! concluded that the supply 
of psychiatrists would be increased by strengthening university Departments of 
Psychiatry, so that no medical school would have less than 10 per cent of its 
graduates entering psychiatry. The Canadian Medical Association?? has esti- 
mated that 9,000 graduates are required from Canadian medical schools between 
1960 and 1970. If 10 per cent of these entered psychiatry there would still 
remain a deficit of over 1,100 psychiatrists. To enable the training of additional 
psychiatrists, the financing of training programmes would have to be made 
appropriate for current and future needs.2? Increased numbers of psychiatrists 
would have to be recruited by immigration and, in addition, Canadian patterns 
of practice and income would have to be made more equivalent to those of the 
United States in order to retain those trained or practising in Canada. 


The Training of Personnel 


It has been claimed that “The numbers of persons helped to obtain training 
under the National Health Grants since 1948 is impressive? and a tabulation for 
the period 1948-1961 includes the following: 24 


TABLE 11-7 
TRAINING UNDER NATIONAL HEALTH GRANTS, 1948—1961 


Bursaries Short Courses 


Bey chiatristss os, ih: Seed. ..cpeeeere rons. 
EisVGhOlo eis tSia.a ae ic eee 397 


Psychiatric social workers ......... 


In a further section of the same report: 


“It should be noted here, however, that individual bursaries for training, either for a 
full academic year or more or for short courses and institutes, were provided to 784 
psychiatrists, 552 psychiatric nurses, 40 electroencephalograph technicians, 397 psy- 
chologists, 507 psychiatric social workers and to many other categories of professional 
workers (such as laboratory technicians, nurses aides and occupational therapy aides) 
who found employment in mental health services.’’25 


20Tbid. 


21American Psychiatric Association, Training the Psychiatrist to Meet Changing Needs, 
Washington: The Association, 1964. 


22Canadian Medical Association, brief submitted to the Royal Commission on Health Services, 
op. cit. 


23 National Health Grant allocations for training programs (mainly to university teachers and 
teaching facilities) were $368,200 in 1953, and $363,591 in 1961-62. Canadian Psychiatric Association, 
op. cit., Appendix 14. 


4Department of National Health and Welfare, National Health Grants, 1948-1961, op. cit., 
pp. 22-23. 


*Ibid.; op. cit., p. 136. 
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In view of the fact that there were an estimated 600 psychiatrists in Canada 
in 1962, the above numbers would seem to refer to 505 bursaries given to a 
smaller number of psychiatrists during a 13-year period. 


During the 8-year period, April 1, 1948, to February 1, 1956, there were 83 
persons who had completed formal training courses in psychiatry, with assistance 
from the Mental Health Grant.? Again, this is a smaller number than that 
described for the 5-year period April 1, 1948, to March 31, 1953, where 193 
“psychiatrists” were tabulated as “persons trained and undergoing training 
under National Health Programs’’.?7 The number of psychiatrists trained would 
be less than the number of bursaries reported.?8 


A similar discrepancy exists between the figures of 397 psychologists given 
bursaries between 1948-1961, and 81 psychologists trained between 1948 and 
1956. Attrition is even more marked among social workers. In Ontario, 


“,.Of the 62 students who received bursary assistance for social work training, 30 
are at present employed in a psychiatric facility. This includes eight who are obliged 
to return a year’s service’’.29 


Finances 


“The average amount expended on their care is only $4 a day—too little to do much 
good for the individual, but too much if measured in terms of efficient use of our 
mental health dollars.” 

“Central to a new mental health program is comprehensive community care. Merely 
pouring Federal funds into a continuation of the outmoded type of institutional care 
which now prevails would make little difference.’’3° 


Historical Comparisons 


Annual data on the finances of psychiatric institutions have been published 
by DBS since 1931. At that time it was estimated that 53 psychiatric institutions 
had a capital investment of $42.8 million in buildings, $6.6 million in furnishings, 
and $3.5 million in 17,350 acres of land. 


This amount of $52.9 million was nearly half the $119.1 million estimated as 
the capital investment in 445 public general hospitals.*! In 1932 expenditures on 
mental institutions ($10.6 million) were 42 per cent of those for general hos- 
pitals ($25.3 million), as against 21 per cent in 1960.3? 


2Department of National Health and Welfare, Mental Health Division, Report on Attrition 
of Professional Mental Health Personnel in Canada, July 1956. 


"7Department of National Health and Welfare, National Health Program, Five Year Report, 
Ottawa: Queen’s Printer, 1953, p. 27. 


28Fourteen of these 83 psychiatrists were no longer employed in “organized’’ psychiatric 
services in Canada in 1956 due to emigration, marriage, private practice, etc. 


229Ontario Medical Association, brief submitted to the Royal Commission on Health Services, 
Toronto, May 1962, Appendix No. 16, p. 280/90. 


30Kennedy, John F., Mental Illness and Mental Retardation, 88th Congress, 1st Session, House 
of Representatives Document No. 58. 


*1Dominion Bureau of Statistics, Census of Canada, 1931, Vol. IX, op. cit., pp. 108, 191. 


Dominion Bureau of Statistics, Hospital Statistics, 1960, op. cit., Vol. VI, p. 27. 
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Yearly comparisons for provincial and national expenditures per patient- 
day have been published. The per diem cost of 88 cents in 1932 is compared to 
$4.94 for 1960. This comparison is not between similar types of institutions, since 
up to 1953 the “‘cost per patient-day has been computed for provincial mental 
hospitals only, excluding municipal hospitals, psychiatric hospitals, and training 
schools’’,33 while subsequent figures include municipal hospitals, psychiatric 
hospitals and training schools. 


TABLE 11-8 


DAILY EXPENDITURES’ PER PATIENT-DAY, 
PUBLIC MENTAL INSTITUTIONS, ” 
CANADA AND PROVINCES, 1932, 1941, 1951, 1956 AND 1960 


1951 1956 1960 


$2.40 | $3.34° | $4.94 
4.60 5.35 8.27 
1508 2.97 2.49 5.23 
0.84 1,92 2.47 5.80 
0.87 2.08 3.46 4.67 
0.67 1.47 2.19 2.98 


Province of Quebechns eee eee eee 


Ontario... Slain core eter ae Mine totoie te ars 1.10 2.66 Sh7/al 5.69 
Manitoba): crcpis.. ath irersmciet ies error rots ike 0.98 2.19 3.02 3.93 
Saskatche wan't) Wat Ie). SMe ceeitenmas ee 1,07 DISS) 3.95 5.95 
Albertayy aidn8 cis snc aue eens en ee ee 0.89 2.74 3.78 5.63 


1.09 3.86 4.69 Os04, 


*Expenditures calculated for provincial mental hospitals only up to 1952; for 1953 and subsequent years 
municipal mental hospitals, psychiatric hospitals and hospitals for mentally defectives are included, 
Excludes private and federal institutions and psychiatric units. 

4National expenditure per patient-day for mental hospitals was $3.17 in 1956, and $4.67 in 1960. 


Source: Dominion Bureau of Statistics, Mental Health'Statistics, Financial'Supplement, 1958, p. 9; 1960, 
p. 10. 


The purchasing power of the dollar has also changed. In 1960, tabulations in 
terms of “constant” (1949) dollars were given, showing that the 1960 cost per 
patient-day in all public psychiatric institutions, excluding psychiatric units, was 
$3.64, and the 1949 cost for patients in public mental hospitals was $1.94. 


Provincial Comparisons 


Provincial comparisons of costs per patient-day are unreliable due to 
provincial differences in the types of psychiatric institution. Tabulations of 
provincial expenditures on public mental hospitals are not currently published 
by DBS. 


33 Dominion Bureau of Statistics, Mental Health Statistics, Financial Supplement, 1953, 
Ottawa: Queen’s Printer, 1954, p. 1. 
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TABLE 11-9 


OPERATING EXPENDITURES IN CONSTANT (1949) DOLLARS, 
PUBLIC MENTAL INSTITUTIONS, CANADA, 1949 —1960 


Expenditures in Constant (1949) Dollars 


Actual 

Year 3 
E 
xpenditure Per patient-day 

$’000 $°000 
1949 36,364 36,364 1.94 
1950 43,064 40,981 22 
1951 47,411 41,423 2.10 
1952 S651 44,718 2.19 
1953 57,229 48,930 Peet 
1954 64,086 54,092 2.46 
1955 68,048 56,941 2.49 
1956 76,943 62,377 Dene 
1957 85,302 66,804 2.90 
1958 96,327 74,067 3.14 
1959 86,923 64,926 3.97 
1960 116,585 85,921 3.64 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Financial Supplement, op. cit. p. 10. 


The Components of Expenditures 


“There is indeed need for re-evaluation of what the per diem figures really mean. 
How can legislative bodies and the public be expected to evaluate the needs of any 
state unless good cost accounting is made of various services? To compare per diem 
costs in various states with no knowledge of the exact composition of the figures may 
be meaningless, if not fallacious.’’34 


Brill and Patton®® have emphasized that per diem costs reflect not only the 
services provided, but the costs of delivering services under different operating 
conditions. 


Tabulation in the DBS Financial Supplement categorize operating costs by 
Salaries and wages 
Medical supplies and medicine 
Food 
Fuel, electricity and water 
Other. 


Interprovincial comparisons of these components for similar types of institu- 
tional or intra-provincial tabulations for different types of institution are not 
published by DBS. An example of the differences in per diem cost for various 
institutions within a single province is found in the Annual Report of the British 
Columbia Mental Health Division. Not only are there marked differences in 


“Frew, Carrie N., Statistics submitted...Then what? Illinois Depart. Publ. Welf., Welf. Bull. 
October-December 1959, p. 18. 


Brill, H., and Patton, R.E., The evaluation of patients following treatment in a state hospital, 
in The Evaluation of Psychiatric Treatment, (Eds. Hoch, P. H., and Zubin, J.), New York: Grune 
and Stratton, 1964. 
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expenditures per patient-day on salaries, and medical supplies, but also for diet, 
occupational and recreational therapy, laundry, and maintenance of buildings 
and grounds. 


TABLE 11-10 
NET EXPENDITURE PER PATIENT-DAY BY TYPE OF COST AND 
FACILITY, PROVINCIAL MENTAL HEALTH SERVICES, BRITISH 
COLUMBIA, APRIL 1, 1960 — MARCH 31, 1961 


Hospital for} Home for 
Mentally Aged and 
Retarded Senile 


Psychiatric Mental 
Hospital Hospital 


Salaries Pecans eos weleee ee ene eter 

OfiicevexpenSe so. cache Con ee 02 02 
Travelexpenses iliac. ete e. oes oe 01 = 
Office furniture and equipment....... .O1 — 
Heat, light, water, power ........... aAil APS) 
Medical care supplies .............. 18 +29 
DLC CATY iis co.c PRS sous bites oe hie eee 97 BSS 
WAUNG Ty see cere trees, see fer etcetera .07 07 
Generalisupplies mii. tice ore nice 34 25 
Dransportationy. 214s ee oe ACO 02 
Occupational and recreational therapy, .02 202 


Incidentals and contingencies ....... 
Buildings and crounds, a... eee 


Ce 


Source: British Columbia Dept. of Health Services and Hospital Insurance, Mental Health Services 
Branch, Annual Report for twelve months, ended March 31, 1961, op. cit. 


Relation between Costs and Quality 
Although 


“..much has been done to measure cost in Hospital Service...little has been 
attempted in measuring quality, probably because it is more difficult to do. And yet 
the two are complementary; to consider one without the other is to look at only one 
side of the coin. Costing cannot provide its maximum contribution in isolation, .. .’’36 


The relation between costs and quality, through an index of the cost per 
patient successfully treated and returned to the community, has been empha- 
sized both in Britain and the United States. The variables involved in this 
index require much further study. 


Cost per patient-day is an index remaining from the era of asylums where 
the emphasis was on maintaining the patient rather than curing and discharg- 
ing him. 


“In short stay hospitals the natural entity is the patient’s stay in hospital and to 
convert this into a cost—the cost of making him better—has meaning, whereas to know 
the cost of keeping him there for a week is only part of the story—the other part being 
how many weeks it was necessary to keep him there. 


3Montacute, C., Costing and Efficiency in Hospitals, Oxford University Press, 1962. 
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“... Research on the cost and efficiency of mental hospitals... found that the hospital 
which appears to be the most expensive in terms of average patient week costs is 
shown as the cheapest in terms of short stay clinical costs per case. Jones and 
Sidebotham refer to cost per case of short stay patients as the most realistic 
quantitative measure of efficiency of a hospital which they have been able to devise.’’37 
“In our society, with its emphasis on business activity, the success of any enterprise is 
usually judged by its showing profit, and in the case of a hospital, on the cheapness of 
its operation. Hospital superintendents and business managers often get engulfed in 
this assumption and make their decisions on allocations on grounds quite other than 
the greatest benefit for their patients. It is a rare hospital which uses as an index of 
its efficiency the cost per patient successfully treated and returned to the community. 
This standard, however, is the only one with any logical basis in the long run.’’38 


Further attention should be paid to evolving methods of determining this 
cost-per-case as a replacement for the fallacious cost per patient-day. 


Psychiatric Clinics and Out-patient Departments 


“ ..the most important field in psychological medicine is outside the mental hospital 
and in the community.’’39 


In spite of the importance of community mental health services there are 
major deficiencies in national reporting. National reporting of personnel, inter- 
views and patient load in psychiatric clinics and out-patient departments began 
in 1953. This information was compiled from schedules submitted by the various 
out-patient facilities (see Appendix 2-3). In contrast to the system for 
in-patient statistics, there is no uniform statistical system for reporting out- 
patient activities throughout Canada. 


In 1960, 94 clinics in nine provinces (excluding Quebec) reported a total of 
354 thousand interviews for 54 thousand patients. In these nine provinces, an 
average of 165 professional man-hours were worked per 100,000 population per 
week.?9 This ratio is equivalent to about 4 professionals or 1.2 clinics per 100,000 
population. It would seem that these reports might be inflated since they yield a 
9-province average of 50 physician-hours per week per 100,000 population, 
which is 6 per cent higher than the 1959 ratio quoted for the United States.4! 


Current reporting from psychiatric clinics seems unreliable, and further 
development of adequate local and provincial reporting systems is required, so 
that more useful national statistics may be derived. In the development of such a 
statistical system for out-patient clinics, adequate provision should be made for 
obtaining data which would provide information on the nature and amounts of 
service provided, as well as the characteristics of patients seen. 


37Ibid., pp. 186-187. 


38 American Public Health Association, Subcommittee on Tertiary Prevention of the Program 
Area Committee on Mental Health, The Prevention of Disability in Mental Disorders, op. cit. 


9Canada, House of Commons, Special Committee on Social Security, op. cit. Brief presented 
by various Directors of Provincial Mental Health Services, and Professors of Psychiatry, pp. 
315-323. 


40This ratio of man-hours per 100,000 population is not used by Dominion Bureau of Statistics 
but was derived from their data. 


“McCarty, C. L., Trends in out-patient psychiatric clinic resources, 1959, Mental Hygiene 
45 :483-493, 1961. 
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From the 1960 Canadian data it may be calculated that there were in the 
nine provinces (excluding Quebec) the equivalent of: 

159 full-time physicians who averaged 850 interviews per year, 

131 full-time psychologists who averaged 565 interviews per year, 

140 full-time social workers who averaged 774 interviews per year. 


If it is assumed that all the reported new patients (N=34,104) were seen by 
a physician, the average full-time physician saw 214 new patients per year, and 
the ratio of total interviews to new patients was 4.0:1. 


Further information on disposition?? and the distribution, costs and effective- 
ness of services to patients is required. In California State Mental Hygiene 
Clinics during 1960-1961, the net cost per professional employee-hour was 
$17.20.43 Less than one-half of the professional’s time was spent in direct clinical 
services. 


“Just over 38 per cent of the total available staff time was spent in direct services to 
patients in face-to-face contacts, and a little over five per cent was spent in preventive 
services of an indirect nature to the communities. The remaining 56 per cent of the 
total available professional staff time includes a significant proportion of time spent in 
telephone contacts with both patients, collaterals, and local agencies.’’44 


Some of the criteria which are required for evaluating the effectiveness of 
community mental health clinics have been described by Woodward, et al.* 


These criteria include: 
A broad spectrum of services to meet varying needs and limitations 
of individual patients. 
A wide diversity of in-referrals and out-referrals, with good lines 
of communication with major referral sources. 


Sound balance between community services to groups and services 
to patients. 

Reasonably low ratio of staff hours to service units. 

Moderate service unit costs. 

Relatively low average time on rolls, which range from a few 
weeks to a year, except perhaps for occasional patients. 

Low withdrawal rates, especially of treated patients. 

Increasing amount of in-service education of professional groups in 
the community and of clinical consultation with them regarding their 
patients or clients. 


42 The disposition of terminations from U.S. psychiatric clinics during 1959 was described in this 
manner: ‘Clinic experience usually is brief—the median number of interviews is 4 for 
both children and adults. Patients who were diagnosed and treated had a median of 12 interviews; 
for those diagnosed only, 3 interviews, and for those receiving other services, 2 interviews...” 
“One-fourth of the child-patients were withdrawn from clinic services, nearly one-half were 
terminated by the clinic with referral to other agencies, and one-third clinic-terminated without 
referral. Among adults, about two-fifths withdrew, one-third were referred to other agencies, and 
one-fourth terminated without referral’. Norman, Vivian B., et al., Psychiatric clinic outpatients 
in the United States, 1959, Ment. Hyg. (N.Y.) 46:321-343. 1962. 


48 This included all professional employees, and excluded $1.08 per hour recovered in patient 
fees. 


44California Department of Mental Hygiene, Statistical Report for the Year Ending June 30, 
1961, Part IV, Community Psychiatric Facilities, p. 11. 


4sWoodward, L. E., et al., The value of statistical reporting in the planning and revision of 
community mental health programs, Amer. J. Orthopsychiat. 31:292-319, 1961. 
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Methods for acquiring such data at local and provincial levels should be 
developed in Canada. 


Conclusions 


(i) National tabulations of personnel and finances of psychiatric institutions 
are unsuitable for reliable assessment of differences in time, provinces, or type of 
institution. 


(ii) Ratios of personnel to patients are difficult to evaluate. Ratios showing 
the amount of time available from personnel of various degrees of training are 
needed to assist in the development of better staffing patterns. 


(iii) Marked differences in the level of training of all types of personnel are 
evident. 


(vi) Better national tabulations on over-all costs and their components are 
needed. Attention should be directed to deriving methods for estimating the cost 
per case. 


(v) In 1962 there were more Canadian-born graduates of Canadian medical 
schools specializing in psychiatry in the United States than were on the staffs of 
all Canadian psychiatric institutions. 


(iv) An additional 2,062 qualified psychiatrists are needed for a realistic 
satisfaction of Canada’s need by 1970. It is unlikely that this can be achieved 
without marked expansions of university training programmes or considerable 
changes in the migration of psychiatrists into and out of Canada. 


(vii) Despite the importance of community mental health services there are 
major deficiencies in national reporting. Some of the material reported seems 
unreliable. Suitable record systems should be developed for local and provincial 
use, which would provide useful information on the nature, amounts, and results 
of service provided, as well as the characteristics of patients. 
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CHAPTER 12 


TRENDS IN ONTARIO PROVINCIAL HOSPITALS 
FOR THE MENTALLY ILL AND RETARDED 


Introduction 


Variations in the nature and extent of reporting of psychiatric care from the 
ten provinces between 1932 and 1960 made interpretation of national changes 
difficult. The definition of first admission varied between provinces and different 
types of institution. Since data from psychiatric units of general hospitals was 
included in DBS publications for 1953 and subsequent years there were very 
few tabulations for 1956 and 1960 which could be directly compared with those 
for 1932, 1941, and 1951. It is the purpose of this chapter to review the trends in 
institutions operated by a single province, Ontario. These trends are similar to 
those which have occurred nationally but are more clearly delineated. 


The Mental Health Branch of the Ontario Department of Health publishes 
annual reports prepared by the Medical Statistics Branch directed by Dr. A. H. 
Sellers.! These statistical reports provide a comprehensive description and 
analysis of various aspects of psychiatric services within Ontario. ? It is thus 
possible to determine the trends of hospital care in a provincially operated 
system? of institutions for the mentally ill and mentally retarded, which has had 
consistent reporting and uniform definitions for some time. 


The number of institutions increased from 11 in 1932 to 18 in 1960. In 1960 
special accommodation was available for the “criminally insane”, patients with 
epilepsy or tuberculosis, emotionally disturbed children, and in three hospitals 
for patients with mental retardation. 


Hospital Accommodation and Occupancy 


Between 1932 and 1960 bed capacity increased by 90 per cent from 10,214 to 
19,529, but the ratio per 100,000 population increased less than 8 per cent, from 


1The Medical Statistics Branch has also published individual reports on hospital care for 
psychiatric illnesses. Sloman, Joan G., The Expectation of Admission to an Ontario Mental 
Hospital, dupl., Ontario Department of Health, Division of Medical Statistics, March 1955; Ontario 
Department of Health, Division of Medical Statistics, The Geriatric Population in Ontario Mental 
Hospitals, dupl., August 1959; Sellers, A.H., A Note on Trends in Mental Illness in Ontario, dupl., 
Toronto: Ontario Department of Health, Division of Medical Statistics, January 1960; Ontario 
Department of Health, Division of Medical Statistics, Regional Variation in the First Admission 
Rate, Ontario Mental Hospitals, 1955-1957, dupl., January 1960. 


2In addition to data from provincially operated facilities there are reports on community 
mental health services and psychiatric units of public general hospitals operated by other 
agencies. 


8Provincially operated institutions in Ontario had one-third of the national bed capacity in 
both 1932 and 1960. 
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298 to 321 per 100,000. The number of patients on the books more than doubled 
from 11,498 in 1932 to 25,630 in 1960. Due to an increasing proportion of patients 
on probation, the number of patients in institutions and approved boarding 
homes increased to a lesser extent, from 11,052 to 21,750. Overcrowding occurred 
in all years, and was higher during 1951 and 1956 than in 1960. 


TABLE 12-1 


HOSPITAL ACCOMMODATION AND PATIENT POPULATION, 
ONTARIO MENTAL HOSPITALS AND HOSPITALS FOR THE MENTALLY RETARDED, 


1932, 1941, 1951, 1956 AND 1960 
1932 1941 1951 1956 


Population of Ontario (in thousands)....... 3,432 4,598 6,089 
Standard bed capacity number ............ 10,214? 13,901 19,529 
Ratio per 100,000 population ............. 302 

Patients on books Dec. 31, number ........ 


Patients in institutions? Dec. 31, number’... 


Ratio per 100,000 population.............. 


lAs of June 1, 1931 — Dominion Bureau of Statistics, Seventh Census of Canada, 1931, Vol. IX, 
Institutions, op. cit., p. 186. 


*Excludes patients placed in approved homes, 1951, N. = 632; 1956, N. = 787; 1960, N. = 165. 


Source: Ontario Department of Health, Mental Health Branch, Ninety-Fourth Annual Report of the 
Mental Health Branch of the Department of Health of the Province of Ontario, Calendar Year 
1960, op. cit.; Dominion Bureau of Statistics, Tenth Annual Report of Mental Institutions, 
1941, op. cit., p. 9; Dominion Bureau of Statistics, Mental Institutions, 1951, op. cit., p. 177; 
Dorninion Bureau of Statistics, Mental Health Statistics, 1956, op. cit., p. 26; Dominion 
Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 36. 


Patient Movement and Annual Increment 


In 1936, 3,387 patients entered hospital while a smaller number (N=2,360) 
left, resulting in an increment of 1,027 patients in the number of patients in 
hospital by the end of the year. This annual increment, caused by an excess of 
admissions over separations, has decreased in recent years. During 1960, the 
over-all increment was 392, but 92 more patients diagnosed as functional 
psychoses left hospital than were admitted. Patients with mental retardation 
formed 80 per cent of the over-all increment during 1960. 


First Admissions 


During the period 1932-1960, the definition of a first admission excluded 
patients previously treated in psychiatric units of general hospitals or the 
Toronto Psychiatric Hospital.4 


Number 


The number of first admissions increased about 140 per cent between 1932 
and 1960, from 2,250 to 5,350. The first admission rate increased about 50 per 
cent from 59 to 88 per 100,000. 


4 Ontario Department of Health, Division of Medical Statistics, Manual on Recording & 
Statistics, Ontario Mental Hospitals, Revised 1957. 
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TABLE 12-2 


PATIENT MOVEMENT AND ANNUAL INCREMENT, 
PROVINCIALLY OPERATED ONTARIO HOSPITALS 
1936, 1941, 1951, 1956, 1960 


1936 1941 


’ 


Admissions 
BE SG wos ssisanse ieee tones Fela Miebaoeate. a ees. « 5,350 
ReaGmicctons conc cee cre eee ee okie ck 3,003 
SE PANALLONS % one< cretenetshe. etl elie suancle SOO D600 
Dischargesvoun ies eee ere | 6,317 
We at Sra eres cee bathe eirous He Se 1,644 
Increment during year (admissions minus 

separations)! 

AlMdiapioses te. We 6.2", tre) se oe et ie 2.027 392 
Schizophrenia and paranoid psychoses,» 346 58 46 - 34 
Affective psychoses ....... AD oe 156 eS at Uy = ey} 
Mental retardation 2... iscscss 0% 0 ciess Fel + 54 343 313 


1 Excludes transfers, 


Source: Ontario Department of Health, Hospitals Division, 68th Annual Report upon the Ontario 
Hospitals for the Mentally I1l, Mentally Subnormal and Epileptic for the year ending March 31, 
1936, Toronto: King’s Printer, 1937; Ontario Department of Health, Hospitals Division, 74th 
Annual Report upon the Ontario Hospitals tor the Mentally I11, Mentally Defective, Epileptic 
and Habituate Patients of the Province of Ontario for the Year ending March 31, 1941, Toronto: 
King’s Printer, 1942; Ontario Department of Health, Hospitals Division, 85th Annual Report 
upon the Ontario Mental Hospitals and Mental Health Services of the Province of Ontario, 
Calendar Year 1951, Toronto: Queen’s Printer, 1953; Ontario Department of Health, Mental 
Health Division, 90th Annual Report upon the Ontario Mental Hospitals and Mental Health 
Services of the Province of Ontario, Calendar Year 1956, Toronto: Queen’s Printer, 1957; 
Ontario Department of Health, Mental Health Branch, 94th Annual Report of the Mental Health 
Branch of the Department of Health of the Province of Ontario, Calendar Year 1960, op. cit. 


Age Distribution 


For the various age groups between 25 to 64 the first admission rates 
increased from a range of 76 to 85 per 100,000 in 1932 to a range of 98 to 109 in 
1960. First admission rates for those under 15 doubled in recent years; and rates 
for the aged population (65+) consistently increased from 114 in 1932 to 242 per 
100,000 in 1960. Although increased rates of first admission have occurred for all 
age groups, the increases were most marked in the younger and older portions of 
the population. 


Diagnostic Distribution 


Between 1932 and 1960 the first admission rates for functional psychoses 
remained relatively stable, about 28 per 100,000. While the rates for schizophre- 
nia and paranoid psychoses tended to increase, the rates for affective psychoses 
tended to decrease. Rates have doubled for psychoses of the senium, decreased 
for syphilis of the central nervous system, and have remained at about 10 to 12 
per 100,000 for mental retardation. 
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TABLE 12-4 


FIRST ADMISSION RATES PER 100,000 POPULATION, BY AGE GROUP, 
PROVINCIALLY OPERATED ONTARIO HOSPITALS, 1930-32, 1941, 1951, 1956 AND 1960 


Age-Group 1951 1956 1960 

TEI PA GESS cas cle olreraaratasie cos 78 84 88 
GAGs souscéband>ooonGDo OS 30 31 26 
WS = DAP vs ofals ote efaietaiare ois eteroiets Wee 94 89 
DEY sero OVOOB HDS OOGOS 83 90 109 
BO — AA Feats sis. cpus stoisisicreioreesiol TS 87 98 
4 SO Auer elveysicWeiaicns. aisheislele ctonels 85 87 100 
SOA Seleletelotetele siete sleheleielelelele 98 99 102 
GSiplusMe ee. Soe. sce ee es 198 | 228 242 


Source: Wanklin, J.M., et al., The trend of first admission rates to mental hospitals in Ontario, 1927- 
1946. Can. J. publ. H1th, 45: 246-258, 1954; Ontario Department of Health, op. cit., for 1936, 
p. 43; Ontario Department of Health, op. cit., for 1941, p. 27; Ontario Department of Health, 
op. cit., for 1960, p. 29. 


TABLE 12-5 


FIRST ADMISSIONS, BY SELECTED DIAGNOSTIC GROUP; 
NUMBER AND RATE PER 100,000 POPULATION, 
PROVINCIALLY OPERATED ONTARIO HOSPITALS, 1932, 1941, 1951, 1956 AND 1960 


a OT) iy =a 
1932 1941 1951 1956 1960 
i 

ALL DIAGNOSES 

INT ORE ares hay tetera pier Hietie ae atcl ci erememevaucus 2,250 2,304 3,568 4,560 55350 

RACES hers cas eves ey Seas that eet paweeeenuars axes 65 61 78 84 88 
Schizophrenia and paranoid psychoses 

INUMDOERE Bee tac clare ora cts Sul castors es teyeie) >, oes 560 544 830 1,018 1,196 

RACE cence srs rs sicie  rereieisdsts wy Shs uae aaeKa Ae s 16 14 18 19 20 
Affective psychoses 

Number Fix fit Cee. ct ote be ieee cook Siautsy a 379 397 492 532 492 

Rate: 28k Pater us een a deh Fed abete ke crore che 11 10 14 10 8 
Psychoses of the senium 

Number 5 4. cu. ee erection ueieieis 294 389 719 886 984 

FRALCE ict cupel Aioisin salle eee moon acest ean asa sme tone 8 10 16 16 16 
Mental retardation without Psychosis 

INUMDETS 5 ts scetasctue skeieashove omtenem eters cio cuerieic 368 279 543 626 582 

RAGS 5c espns eine one Bie ae ee mento erence oder sus Ya 7 12 12 10 
Syphilis of central nervous system 

Whbtlerard! Onto Sou] aoe Joo Ot oon oe Oo 130 125 65 33 26 

4 iN 3 1 1 


Source: Ontario Department of Health Annual Reports, op. cit., for 1941, p. 29 and 1960, p, 30. 
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Expectation of Admission 


The expectation or probability of eventual admission to the Ontario Mental 
Hospital System has been calculated on the basis of first admission and death 
rates for the years 1955-1957.5 This calculation excluded patients first admitted to 
psychiatric units of general hospitals. It was concluded that approximately 6.7 
per cent of male infants may be expected to require admission to an Ontario 
Mental Hospital or hospital school at some time during their life. For females 
the probability was 7.3 per cent. 


Readmissions 


Readmissions have increased in number, and form an increasing proportion 
of all admission-events. In 1936, 18 per cent of all admissions were readmissions 
in comparison to 36 per cent in 1960. The proportion of all readmission-events 
occurring within one year of previous discharge increased from 25 per cent in 
1951 to 46 per cent in 1960. 


TABLE 12-6 


READMISSIONS WITH LESS THAN ONE YEAR ELAPSED BETWEEN LAST DISCHARGE 
AND CURRENT READMISSION, PROVINCIALLY OPERATED ONTARIO HOSPITALS, 


1941, 1951, 1956 AND 1960 


1941 


All Readmissions ........<-«.|Number = 100% 696 


Readmissions with less than 
1 year elapsed before 
readmission ....<eeeeeeeeee | Number 187 


Per cent 27 


Source: Ontario Department of Health Annual Reports, op. cit, for 1941, p. 73; 1951, p. 68; 1956, 
pe 73; 1960, p. 80. 


Discharges 


The mean and median stays for all discharges diagnosed as psychoses, and 
for discharges diagnosed as schizophrenia decreased between 1944 and 1960. 


TABLE 12-7 


LENGTH OF STAY IN MONTHS FOR DISCHARGES DIAGNOSED AS PSYCHOSES, 


AND SCHIZOPHRENIA, PROVINCIALLY OPERATED ONTARIO HOSPITALS, 1937, 
1944, 1951, 1956 AND 1960 


Se ie en ee Se 
1951 1956 1960 
All psychoses 
Numbers. ei. 1,360 2,057 2,863 3,955 
Mean’ staVeun. os as oe 18.4 13.8 11.2 10.7 
Median stay eecaceceee 6.2 aul 4.3 3.4 
Schizophrenia 
Number...... 440 846 1,408 2,125 
Mean stay isvecssees 22.8 15.5 14.8 LS ouk 
Median stayaen. ate 8.5 5.8 5.0 3.8 
bas 


Source: Ontario Department of Health, op. cit. for 1960, p. 40. 


5Sloman, Joan G., op. cit. 
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Also the proportion of admissions remaining in hospital at the end of the 
year of admission has decreased from 60 per cent in 1936 to 34 per cent in 1960. 
As mentioned previously this index relates the number of individuals remaining 
to the number of admission-events. 


TABLE 12-8 


PROPORTION OF ADMISSIONS REMAINING IN HOSPITAL AT THE END OF THE 


YEAR OF ADMISSION, PROVINCIALLY OPERATED ONTARIO HOSPITALS, 1936, 
1941, 1951, 1956 AND 1960 


1936 — | 

ALL DIAGNOSES 
Admission — Number 3,387 3,000 8,353 
Events — Per cent 100 100 100 
Individuals remaining 
in hospital at Dec. 31 

— Per cent 60 53 34 
Schizophrenia 
Admission — Number aah 755 2,315 
Events — Per cent = 100 100 
Individuals remaining 
in hospital at Dec. 31 

— Per cent = 66 33 


Source: Ontario Department of Health Annual Reports, op. cit., for 1936, p. 55; 1941, p. 78; 1951, 
p. 81; 1956, p. 88; 1960, p. 96. 


Deaths 


The number of deaths increased consistently between 1936 and 1960 from 
770 to 1,644. Tne proportion of deaths among all separations decreased from 33 
per cent in 1936 to 21 per cent in 1960. 


During the five-year period 1956-1960, there were 7,387 deaths of whom 73 
per cent were patients over the age of 65, and 4 per cent were children below the 
age of 15. In both of these age groups, under 15 and over 65, more patients died 
than were discharged. 


TABLE 12-9 


DISCHARGES AND DEATHS AMONG CHILDREN AND THE AGED, PROVINCIALLY 
OPERATED ONTARIO HOSPITALS, FIVE-YEAR PERIOD, 1956-1960 


All ages Under 15 years 65 years and over 
Di SChiarg eS) -.day ociapsteradlets ‘ehekonene 26,357 269 2,460 
DD) Sati Sheperel crete olelatete eter ehelererell= laters 7,387 305 55397 


Source: Ontario Department of Health, op. cif.,for 1960, pp. 38 and 41. 
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Residents in Hospital 
Number 


The absolute number of patients in institutions nearly doubled from 11,052 
in 1932 to 20,585 in 1960, while the ratio per 100,000 population increased 6 per 
cent from 318 to 338. The ratio of resident patients to population decreased 
annually from a peak of 374 per 100,000 in 1951 to 338 per 100,000 in 1960. 


Age Distribution 


Between 1941 and 1960 the ratios increased markedly for those under 15 
and those over 65, increased slightly for the group aged 15-24, and have 
progressively decreased for those aged 25-64. The proportion of residents who 
were children under 15, or over the age of 65, increased from 15.7 per cent in 
1941 to 31.6 per cent in 1960. 


TABLE 12-10 


PATIENTS IN RESIDENCE,’ RATIO PER 100,000 POPULATION BY AGE GROUP) 
AND AGE DISTRIBUTION, PROVINCIALLY OPERATED ONTARIO HOSPITALS, 
1941, 1951, 1956 AND 1960 


Age Group 1941 1951 1956 1960 
RATIO PER 100,000 POPULATION | 385 388 381 857 
All Ages 
OsT a crers ciscafore (el ai slererd.eve) ereneieterex A OAL CSOD 48 80 98 108 
124 ala cede e eheleiel oneter ciel er aralarereretensna aretelelle 241 228 262 268 
Desa ire Cates cee ae eeececeecveeceae eaeceae 396 317 302 269 
B5=44 rnieieleete aie Saaomaddscodaaur Rr atatelie: axe 546 481 428 364 
B55 4h « clcles 6 eeoeeeveaed eeceoevceeceseeeeeaee 714 666 614 548 
IS 5264 Vestas ate eiaterets ce lale ctavetetaienanls amarene aiehetene 886 777 776 767 
G5SyplUS eaeece sie sree ce siecle ahahcievaeneteratal eles 696 854 974 984 
Age Distribution 
0-14 Number (7.8). SRR ee tole one stele ere 500 988 1,585 2,068 
Per cent of all patients ......... 324% 5e5 ded 9.5 
65: plus NUMDEer Wisielecicicre c) atelerelelanetele qdboc 1,788 3,419 4,428 4,796 
Per cent of all patients ......0.. 12-53% 19.2 21.5 220 


Neciabs patients in approved homes. 


Source: Ontario Department of Health, op. cit.,for 1941, p. 27; and 1960, p. 26. 


Diagnostic Distribution 


While the absolute number of patients with functional psychoses increased 
between 1936 and 1956, the population ratios decreased from 210 per 100,000 in 
1936 to 182 per 100,000 in 1956.6 Affective psychoses decreased to a greater 
degree than schizophrenia and paranoid psychoses, but the latter decreased from 
168 per 100,000 in 1936 to 133 in 1960. At the end of 1960 there were 7,487 
residents with schizophrenia and paranoid psychoses in mental hospitals in 
comparison to 7,707 in 1951. 


6The ratio of residents with functional psychoses has decreased consistently since 1947. 
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PATIENTS IN RESIDENCE, 
ONTARIO PROVINCIAL HOSPITALS, 
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RATIO PER 100,000 POPULATION BY AGE GROUP 
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TABLE 12-11 


PATIENTS IN RESIDENCE,*NUMBER AND RATIO PER 100,000 POPULATION BY 
MAJOR DIAGNOSTIC GROUPS, PROVINCIALLY OPERATED ONTARIO HOSPITALS, 
1936, 1941, 1951, 1956 AND 1960 


1936 1941 1951 1956 1960 

ALL DIAGNOSES 

INVENT? oo gcanngocoGandaden S542 14,486 17,852 20,603 21,750 

Iationertete ce < Ronocccadace as 365 385 388 381 S57 
Schizophrenia and paranoid 

psychoses 

Numb eruso tin. ecteds ates ate 6,061 6,879 7,953 8,487 8,075 

IVACIOR, eWeletete se raha. eyerelere: evehel's7 oie 168 183 173 157 133 
Affective psychoses 

Numbeny.ciete ss siotevaregetet al aie aoac 1,522 1,411 1,398 1,368 1,241 

Sa) gato godnndeCoUMOHs aC 42 38 30 25 20 
Psychoses of the senium 

INUIMD eRe raratercce eal enelelererelerenany . 762 752 1,169 1,612 1,727 

ACLON atetelerede ci ener eleva crapere te) eifelte 21 20 26 30 28 
Mental retardation without 

psychosis 

Number eoerececseeseeeeeeeces 25 183 2,862 4,305 5,567 6,5 25 

INAS). egidiG of SS Ars cxciionard Sicha 61 76 94 103 107 

ee 


lincludes patients in approved homes in 1951, 1956, and 1960. 
Source; Ontario Department of Health Annual Reports,op. cit.,for 1941, p. 29; and 1960, p. 27. 


Psychoses of the senium and mental retardation increased. Between 1951 
and 1960 the number of residents with mental retardation increased by 2,220 
and the population ratio increased from 94 to 107 per 100,000. The proportion of 
all residents in hospitals for mental retardation increased from 25 per cent in 
1937 to 37 per cent in 1960. 


Time since Admission 


Between 1931 and 1954, the proportion of residents who had been continu- 
ously hospitalized for at least 10 years increased from 35 per cent to 42 per cent. 


Differentiation between Treatment Needs and Residential Needs 


It has long been recognized that there were patients in mental institutions 
who no longer required psychiatric care. At the end of 1895 among the 4,485 
patients in Ontario asylums there were 362 ‘“‘who might be discharged into the 
custody of friends if assurance existed of their being properly cared for.”7 


In 1962, this was restated in this manner: 


“It is generally recognized that there are an undetermined number of mental hospital 
patients who no longer receive or need psychiatric care. These are persons who have 


7 Ontario, Inspector of Prisons and Public Charities, 28th Annual Report upon the Lunatic and 
Idiot Asylums of the Province of Ontario for the Year ending 30th September 1895, Toronto: 
Warwick Bros. & Roger, 1896. 
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TABLE 12-12 


PATIENTS IN RESIDENCE,’ BY TIME SINCE ADMISSION, PROVINCIALLY OPERATED 
ONTARIO HOSPITALS, 
1931, 1949 AND 1954 


] June 1, 1931 Oct. 31, 1949 Dec. 31, 1954 
i L 
Number % Number % Number % 
TOMA ic. stavecenersicssheters eters 10,328 100.0 16,899 100.0 19,581 100.0 
Wnder 5 years <i «ac 4s «a6 4,494 43.5 6,110 36.2 8,018 40.9 
5p — gl OLV.CATS & csatale dis. c 0 share 2,201 Piles 3,236 HON 3,304 16.9 
10 years and over ....... 3,633 35.2 73953 44.7 8,259 42.2 


1 
Includes patients in approved boarding homes 1949 & 1954. 


Source: Dominion Bureau of Statistics, Seventh Census of Canada 1931, Vol. IX, 
op. cit., p. 254; Ontario Health Survey Committee, Report of the Ontario Health Survey, 
Toronto: King’s Printer, 1950, p. 36} Ontario Department of Health, Hospitals Division, 
88th Annual Report upon the Ontario Mental Hospitals and Mental Health Services of the 
Province of Ontario, Calendar year 1954, Toronto: Queen’s Printer, 1955, p. 57. 


no immediate or apparently suitable accommodation to move to in the community. 
During the past year more than 3,000 of these persons have been identified and are 
being accommodated in hospital areas which have been declared no longer ‘hospital’ 
but rather ‘residential accommodation’. These persons are officially discharged from 
the hospital and are no longer mental hospital patients. On discharge they become 
residents, qualified for placement in the community when satisfactory living accom- 
modation can be found.” 


“Although the number of these persons is not yet known it is expected that 
‘residential unit’ accommodation will increase and thus the psychiatric hospital part 
of each institution will become defined. If it were possible to empty all mental 
hospitals and start afresh, it could be assured that our institutions would be active 
psychiatric hospitals and the persons referred to as ‘residents’ would not accumulate 
in the patient load for lack of community accommodation. This is not possible but an 
attempt is now being made to define that part of our institutions that should be 
‘residential’ and that part which should be ‘hospital’.’’8 


This reclassification involved the redesignation to residential unit accommo- 
dation of 951 mental hospital beds in 1961, and an additional 2,781 beds in 1962.9 
During the last six months of 1961, 1,417 patients were admitted to residential 
units. Nearly one-half (N—673) of these patients had been admitted to the 
mental hospital at least 10 years previously.1° In 1962, another 2,826 patients 
were first admitted to these residential units.11 Within three years the average 


sOntario, Government of Ontario, brief submitted to the Royal Commission on Health 
Services, Toronto, May 1962, paras. 76-77. 


*Dominion Bureau of Statistics, Mental Health Statistics, 1962, Vol. III, Institutional Facilities, 
Services and Finances, Ottawa: Queen’s Printer, 1964. 


JoOntario Department of Health, Mental Health Branch, 95th Annual Report of the Mental 
Health Branch of the Department of Health of the Province of Ontario, Calendar Year 1961, 
Toronto: Queen’s Printer, 1962. 


uOntario Department of Health, 38th Annual Report for the Year 1962, Toronto: Queen’s 
Printer, 1963. 
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number of patients in Ontario public mental hospitals decreased 23 per cent 
from 17,343 in 1960!2 to 13,354 in 1963.18 


Hospital Accommodation for Patients with Mental Retardation 


Trends in institutions for the mentally retarded differ from the trends in 
mental hospitals. While the first admission rate to hospitals for the mentally 
retarded has not increased, the residence rate for patients in hospitals for the 
mentally retarded has increased steadily. 


TABLE 12-13 
FIRST ADMISSIONS TO ONTARIO MENTAL HOSPITALS AND 
HOSPITALS FOR THE MENTALLY RETARDED, 
NUMBER AND RATE PER 100,000 POPULATION, 


1937—1960 
Hospitals for 

hae Mentally Retarded 

Ontario | Number | Rate 
LOS; Saat 3,637.0 69.7 
1OS8are. 3,672.0 71.8 
1939 ,, 3,708.0 70.4 
1940 hie 3,747.0 67.8 
LOA LI. Syhilol 60.8 
1942 ... | 3,884.0 61.0 
1943 ,, 3,915.0 57.7 
1944 ..... 3,963.0 5762 
1945... + een, 00020 54.0 
1946 . | 4,093.0 61.6 
1947 .. 4,176.0 65.0 
1943 ya. 0e. 4,275.0 70.9 
1949 Ms 4,378.0 69.8 
1950 4,471.0 Us33} 
LOS... eaieietsreusielen |! 4, 59760 77-6 
1952 4,788.0 76.9 
1953 ... | 4,941.0 80.6 
LOS 4a se tects 5,115.0 7667 
TOS Sis - | 5,266.0 80.9 
1956 5,404.9 84.4 
1957 5,622.0 85.8 
NOS SMe tana -- | 5,803.0 85.0 
LO SOME Le tstoeteiee| to, o 260 86.0 


1960. : 6,089.0 87.7 


Source: Ontario, Department of Health, ThirtyeSixth Annual Report for the Year 1960, Toronto: 
Queen’s Printer, 1961. 


2Dominion Bureau of Statistics, Mental Health Statistics, 1960, Ottawa: Queen’s Printer, 1962, 
p. 36. 


13Dominion Bureau of Statistics, Mental Health Statistics, 1963, Vol. III, Institutional Facilities, 
Services and Finances, Ottawa: Queen’s Printer, 1965, p. 31. 
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TABLE 12-14 
PATIENTS IN RESIDENCE IN ONTARIO MENTAL HOSPITALS AND 
HOSPITALS FOR THE MENTALLY RETARDED,? 
NUMBER AND RATE PER 100,000 POPULATION, AND PERCENTAGE DISTRIBUTION, 


1937—1960 

Popul- Mental Hospitals Hospitals for J Patients in 

ation of Mentally Retarded Residence 

Ontari | 

Year thousands)| Sete Rate | Per cent | Number | Rate ie cent} Number | Rate 

LOST Pts tls OS 760) 10,104 278 75 3,383 93 25 13,487 Syl 
HOSS Tee een S,0 7260 10,473 285 75 3,583 98 25 14,056 383 
1939 4t.% 133790820 10,474 282 74 SATS ae 102 26 14,247 384 
LO40 jh e238 13,74 760 10, 384 25/7) 72 3,930 | 105 28 14,314 382 
NOB tone! 10,594 279 HE 3,892 | 103 27 14,486 382 
W942 ee 3,884.0 10,688 275 iiss 4,040 104 27 14,728 379 
DOGS ens 3,915.0 10,734 274 72 4,092 105 28 14,826 379 
1944 .... | 3,963.0 WO) 7/727 ae fe eZ 4,150 | 105 28 14,922 377 
1945 .... | 4,000.0 10,830 Dafa Up Be 4,243 | 106 28 15,073 377 
1946 .... | 4,093.0 11,047 270 af 4,424 108 29 15,471 378 
LOG ewes 4k O50 Hal omlat | eazeyal afi 4,606 | 110 29 15,920 381 
1948 .... 4,275.0 11,813 276 ae 4,646 109 28 16,459 385 
1940-2. 4,378.0 11,910 2712 Fhal 4,844 111 29 16,754 383 
L950) es 4,471.0 12,063 270 70 ypilyfy/ 116 30 17,240 386 
195182 emt 4359:726 127322 268 69 55 SON) 120 31 17,852 388 
1952.5. 4,788.0 12,620 264 69 SH LS 120 31 18,393 384 
LOSS xe 4,941.0 12,942 262 68 6,015 122 SZ 18,957 384 
LOSA esl Lon0, 135327, 261 68 67254. 22 32 19,581 383 
TOSS aartcre 5,266.0 13,461 255 67 6,626 126 33 20,087 381 
1956052005 5,404.9 13,600 252) 66 7,003 129 34 20,603 381 
TOS ieee no sO2 250 13,794 245 66 7, 22000 129 34 21,020 374 
LO 58inecu | p80 S60) Ibs Abit 236 65 7,419 | 128 35 21,130 364 
195950... | 5,952.0 135773 232 64 1gfAT We 130 36 215520 362 
1960 .... | 6,089.0 13,619 224 63 Sisley is3s 37 21,750 357 


1 Includes patients in approved homes. 


Source: Ontario Department of Health, Thirty-Sixth Annual Report, 1960, op. cit., p- 78- 


Table 12-15 illustrates the marked changes in age composition and patient 
movement during 1960 for these two types of institution. Institutions for the 
mentally retarded are characterized by their younger population, their low 
number of separations (relative to residents) and the high proportion of 
deaths among separations. However, it has been recognized in Ontario that 
alternative forms of care can reduce or postpone the need for institutional care. 


“Hospital beds and hospital days can be saved if greater success is attained in 
keeping the mentally retarded in the family setting, with appropriate assistance to the 
family in meeting the special problems which these persons present. Efforts in this 
direction are hopeful and it has been already established that minimal family training 
and assistance, together with adequate encouragement, can result in at least a 
significant postponement of the necessity for institutional admission.”14 


4Ontario, brief, op. cit., para 81. 
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Conclusions 


(i) Trends in hospital care between 1932 and 1960 are more clearly 
delineated in statistics of Ontario institutions, and substantiate those indicated 
nationally. 


(ii) The expectation of admission to an Ontario Mental Hospital or hospital 
school was 6.7 per cent for males, and 7.3 per cent for females, on the basis of 
1955-1957 admission rates. 


(iii) Marked increases have occurred in separations, and the proportion of 
the population resident in mental hospitals has been decreasing since 1948. 


(iv) The age and diagnostic composition of patients in residence has 
changed considerably. Between 1941 and 1960 the proportion of patients in 
residence, who were under 15 or over 65 years old, doubled from 16 per cent to 
32 per cent. The proportion of patients with functional psychoses decreased, 
while mental retardation increased. 


(v) Separation by death was more likely than discharge for patients over 
the age of 65 during 1956-1960. 


(vi) Over one-fifth of the patients in Ontario public mental hospitals at the 
end of 1960 were considered to no longer need hospital care and were transferred 
to residential accommodation by the end of 1963. 


(vii) Patients with mental retardation form an increasing proportion of 
patients in institutions. 
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CHAPTER 13 


FIRST ADMISSIONS TO PSYCHIATRIC 
INSTITUTIONS IN BRITISH COLUMBIA 
AND SASKATCHEWAN 


Introduction 


Part II, National Statistics on Psychiatric Care, described some of the many 
difficulties associated with deriving reliable indices of the nature, distribution, 
utilization and results of hospital care for psychiatric illnesses. These difficulties 
are due to such factors as duplication and variation in the reporting of first 
admissions, incomplete consideration of the effects of such factors as age, 
diagnostic group, type of institution and area of residence, and the lack of 
longitudinal studies following groups of patients through a number of episodes 
of hospital care. The previous chapter has dealt with provincially operated 
hospitals in Ontario, without including psychiatric units of general hospitals. 


The analyses described in the next three chapters were designed to utilize 
existing records in such a manner that the difficulties mentioned above would be 
obviated. The objective was to estimate for all psychiatric institutions in a 
number of provinces: 


Rates of first admission, 

Results of initial hospitalization, 

Rates of readmission, and 

Utilization of hospital care by a cohort of admissions. 


The rest of the chapter deals with methodology for this survey of hospital 
care, and the derivation of rates of first admission. 


Method 


Selection of Areas 


The provinces selected were those having: 

A range of hospital facilities including psychiatric units in general hospitals 
as well as mental hospitals; 

Complete card-reporting from all psychiatric institutions;+ 

Card-reports with sufficient information to identify any duplicated individu- 
als with multiple hospitalizations. 


1Card-reporting refers to the reporting to Dominion Bureau of Statistics of the personal and 
diagnostic characteristics of individual admissions and separations. 
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In order to provide a sufficient interval for the follow up of admissions, a 
three-year period was considered necessary. The only provinces satisfying the 
above criteria for the three most recent years for which data were available 
(1958-1960) were British Columbia and Saskatchewan.? 


Hospital Care in British Columbia and Saskatchewan 


British Columbia had complete card reporting for admissions to a variety of 
public, private and federal institutions during 1958-1960. The public institutions 
included provincially operated mental hospitals, a psychiatric hospital, hospitals 
for mentally retarded and homes for the aged and senile. In addition there were 
two psychiatric units in public general hospitals, a psychiatric unit in a federal 
hospital, and a private psychiatric hospital. Nearly five-sixths of the bed 
eapacity was located within Metropolitan Vancouver, which contained one-half 
of the Province’s population. Outside of Metropolitan Vancouver there was a 
24-bed psychiatric unit in Metropolitan Victoria and another 900 beds dis- 
tributed among a mental hospital, a hospital for mentally retarded and two 
homes for the aged and senile. 


In Saskatchewan, two psychiatric units with 72 beds were located in Regina 
and Saskatoon. Another psychiatric unit of 22 beds and a hospital for mentally 
retarded were in Moose Jaw, and a mental hospital in each of North Battleford 
and Weyburn. 


The relative contributions of different types of facility to various aspects of 
in-patient care during 1959 are shown in Table 13-1. In each province from 
one-half to three-fourths of the patient-days were spent in overcrowded public 
mental hospitals, while an additional one-fourth of the patient-days were spent 
in public hospitals for mentally retarded. Although the bed capacity for inten- 
sive treatment in psychiatric units and psychiatric hospitals was 3-5 per cent 
of the total bed capacity in each province, these facilities cared for about 
50 per cent of the first admissions. 


During 1959, psychiatric clinics and out-patient departments reported 403 
physician-hours per week in British Columbia and 510 in Saskatchewan.? 
Provincial expenditures on community psychiatric services amounted to $491 
thousand in British Columbia during 1961, and $786 thousand in Saskatchewan 
during 1962.4 In 1961, there were 3 psychiatrists in private practice in Sas- 
katchewan5 and an estimated 30 in British Columbia. 


Procedure for Collating Records 


This survey was designed and interpreted by the author, but collation, 
tabulation and analysis of the data were performed by the Public Health 
Section, Dominion Bureau of Statistics. The method used in this survey of 


2The demographic characteristics of these provinces are summarized in Appendix 13-1. 
sDominion Bureau of Statistics, Mental Health Statistics, 1959, Ottawa: Queen’s Printer, 1961, 
p. 156. 


*Canadian Psychiatric Association, brief submitted to the Royal Commission on Health 
Services, op. cit. 


5College of Medicine, University of Saskatchewan, brief submitted to the Royal Commission on 
Health Services, Regina, January 1962. 
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hospital care for first admissions is similar to that described by Sir Arthur 
Mitchell in 1877, who reported the follow-up of a cohort of first admissions to 
Scottish psychiatric institutions during 1858. 


“1. In this inquiry, all the asylums of Scotland are regarded as one asylum, and the 
different institutions merely as different wards of the asylum. A patient transferred 
from one institution to another is thus regarded as never leaving the asylum, but 
merely as passing from one ward to another. The words—‘the asylum’—therefore, in 
this paper, mean an asylum made up of all the asylums of Scotland.” 


“2. The inquiry does not deal with the whole population of the asylum. It deals only 
with the patients who were admitted into it during some single and remote year, and 
who had never been under asylum treatment before—in other words, who were 
admitted during the year in question for the first time.” 


“3. The history of each of these patients is followed from year to year down to a 
certain fixed period. No cognisance is taken of the existence of any other patients. 
The wards of the asylum might thus have been empty when these patients went into 
them, so far as concerns this research, and in like manner no fresh admissions need 
have occurred during the time over which it extends. The inquiry is limited to the 
new cases which presented themselves in one remote year; and, at a fixed and 
comparatively recent period, it is asked, what has become of these patients?—how 
many of them are still in the asylum?—how many of them have died there?—how 
many have gone out and returned to it?—how many are out of it?...” 


“4. It is important to bear in mind that the whole history of each patient has been 
separately tabulated.’’6 


The original morbidity cards submitted to Dominion Bureau of Statistics 
are filed by institution and year of event. After the admission and separation 
cards for the years 1958-1960 were compiled for each province, a 10 per cent 
sample of reported events was obtained by selecting morbidity cards for 
patients whose birth year ended in two, i.e., 1952, 1942, 1932, etc.7 These cards 
were then arranged by name and birthday in order to match multiple 
hospitalizations for individuals and to detect duplicated reports of first admis- 
sions. This process was repeated twice. In this manner, individuals who had a 
series of admissions between 1958-1960 in any psychiatric institution of each 
province had the reports of various hospitalizations collated. 


Patients with hospitalizations recorded prior to January 1, 1958, were 
deleted, as were patients whose earliest hospitalization during the period was 
reported as a readmission. The survey population consisted of unduplicated 
individuals, reported as first admissions during the years 1958-1960, for whom 
records of any subsequent psychiatric hospitalizations in the same province had 
been brought together. 


Verification of First Admission Status 


The Mental Health Division, Saskatchewan Department of Public Health, has 
maintained a confidential card file of patients admitted to provincial psychiatric 
in-patient and clinic facilities.8 The list of Saskatchewan patients, compiled by 


®6Mitchell, A., Contribution to the statistics of insanity, J. ment. Sci. 22:507-515, 1877. 


TIt was recognized that patients with birth-years ending in zero or five might be over-repre- 
sented; and the términal digit two was randomly selected from the eight remaining digits. 


8The Saskatchewan records are extensive and with the aid of automatic data processing 
would function as a comprehensive case register. 
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Dominion Bureau of Statistics was checked against this card file for records of 
hospitalization prior to January 1, 1958, and for subsequent hospitalizations 
between 1958 and 1960. This sample of Saskatchewan patients represents 
unduplicated individuals, reported as first admissions between January 1, 1958, 
and December 31, 1960, for whom no record of prior psychiatric hospitalization 
in Saskatchewan was found. 


Psychiatric facilities in British Columbia operated under five different 
auspices, and there was no centralized index. It was not possible within the time 
limits of this survey to check the card files of each facility. In the facilities 
operated by the provincial Mental Health Division in British Columbia, a 
first admission is defined as an admission for the first time to those particular 
facilities. Patients who have been treated in other hospitals may be recorded 
as first admissions. In addition, there is considerable immigration from other 
provinces.® An estimate of the degree of over-reporting of first admissions to 
British Columbia’s provincially operated hospitals during 1960-61 was obtained 
by Drayton.1° At Crease Clinic, and Provincial Mental Hospital, Essondale, 
6.0 per cent!! of patients, reported as first admissions during 1960-61 had 
evidence of prior hospital care outside of the Province, and 2.6 per cent had 
evidence of hospitalization in other psychiatric facilities within the Province 
before 1958. Since this frequency of 8.7 per cent is based on information supplied 
by relatives, it is felt that 10 per cent is a reasonable estimate of the degree 
of over-reporting of first admissions in the unduplicated sample of British 
Columbia admissions. 


Analysis of Data Regarding Admission, Separation, and Readmission 


Data for the personal characteristics and various hospitalizations of an 
individual were transferred to spread sheets, and thence to punch cards. Rates of 
discharge, death and readmission were calculated by the Dominion Bureau of 
Statistics. The separation rates were absolute rates:1!2 the rate of discharge being 
independent of the number of deaths, and the death rate being independent of 
the number of discharges. Discharge rates did not include those patients 
discharged against medical advice. The time periods refer to time actually spent 
in hospital, and not to time on books of the hospital. 


The rates of readmission were based on denominators of those patients who 
had been discharged from hospital. It was not possible to adjust the denomina- 
tors for any patients who may have died in the community during the follow-up 
period. 


Population-based frequencies of admission were calculated by the author 
from population estimates for June 1, 1959. These estimates were based on the 
assumption of geometric change in population size between 1956 and 1961. 


®*British Columbia has had a significant migration inwards, in contrast to Saskatchewan’s out- 
ward migration. In 1961 less than 47 per cent of British Columbia’s population had been born 
in British Columbia in contrast to Saskatchewan where 72 per cent of the population had been 
born in Saskatchewan. 


loDrayton, R. M., The Natural History of Hospital Care for Psychiatric Illnesses, thesis 
submitted in partial fulfilment of the requirements for the degree of Doctor of Medicine, Uni- 
versity of British Columbia, February 1963. See Appendix 13-2. 


NThis is in addition to the 8 per cent of the sample due to duplication in reporting of first 
admissions. 


122Calculated according to the method described by Fisher, J. W., and Clarke, E. E., The 
Derivation of Rates of Separations from Mental Hospitals, op. cit. 
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In addition, various calculations of days of care for patients admitted to 
Saskatchewan institutions were made by the author. These estimates of utiliza- 
tion were made possible through the co-operation of Dr. F. S. Lawson, Director, 
Mental Health Division of Saskatchewan Department of Public Health, in 
making available the individual punch cards prepared by the Dominion Bureau 
of Statistics. 


Reliability, and Interpretation of Differences between British Columbia 
and Saskatchewan Data 


The following first admission rates were derived from a 10 per cent sample 
and are subject to sampling fluctuation. Although the patients from British 
Columbia are not duplicated they may include patients with prior psychiatric 
care, and the first admission rates for British Columbia are estimated 
to be inflated by approximately 10 per cent. 


These first admission rates should be considered as providing estimates of 
the incidence of hospitalized psychiatric illness, rather than comparing the onset 
of psychiatric illness in the population of the two provinces. In addition to 
variations due to sampling fluctuations and the definition of first admission, there 


TABLE 13-2 


DISTRIBUTION OF FIRST ADMISSIONS 
BY DIAGNOSTIC GROUP AND TYPE OF INSTITUTION, 
UNDUPLICATED 10 PER CENT SAMPLE OF FIRST ADMISSIONS, 
BRITISH COLUMBIA, 1958-1960 


Mental 
Diagnostic Group All Hospitals 


Psychiatric |Psychiatric| Remaining 


Hospitals Hospitals? 
Number of patients 
Alli DIAGNOSES s). sielshere's) ale) oleley sieterel lial 225 284 155 207 
Functional’ psychoses... «+ see ce 255 64 100 54 15 
Non-functional psychoses,.......| 189 69 24 13 83 
Psy ChoneuroseS crisis cvs oie cicisielslerste tye 13 aaa 61 19 
Remaining diagnoses .....+e+e+e06] 235 79 39 27 90 
Percentage distribution of diagnoses 
ALISDIAGNOSOS gs ois isisisleieleielereiere crete tL OOo 25.8 32.6 17.8 23.8 
Functional psychoses........-.-| 100.0% AHS) 42.9 D2: 6.4 
Non-functional psychoses .......| 100.0% 36.5 1267, 6.9 43.9 
Psychoneuroses. ..ceccvecceceee| 100.0% (yal 5635 28.5 8.9 
Remaining diagnoses ........+-.-| 100.0% 33.6 15.6 11.5 RioPe) 
Percentage distribution of hospitals 
ATIC DIA BNOSES "os %6 o's a0 sete sole ee) LOOK 70] LO00% 100.0% 100.0% 100.07, 
Functionall pSyCnOSe@S's cicislereieie:s) sei mec On 7. 28.4 SOOW 34.8 URL 
Non-functional psychoses .......}| 21.7 30.7 8.4 8.4 40.1 
PSVChOnCUreSieS « c.eleseis%e evel ousscie sis ol MC AeO 5.8 42.6 39.4 Or 
Remaining diagnoses .....e++.e.-| 27.0 S5al 1Se7) 17.4 43.5 


1 


Remaining British Columbia hospitals include a private psychiatric hospital, psychiatric unit of 
a federal hospital, a public hospital for mentally retarded, and a public home for aged and seniles. 


Source: Dominion Bureau of Statistics, special tabulations. 
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were other differences between British Columbia and Saskatchewan which make 
direct comparison of the over-all rates difficult. The demographic composition of 
the provinces differed. The type of psychiatric facilities varied, in that British 
Columbia contained a federal psychiatric unit and a private psychiatric hospital. 
Within British Columbia the psychiatric facilities were concentrated within 
metropolitan areas, while in-patient and clinic facilities in Saskatchewan were 
located in rural areas. The alternatives to psychiatric hospitalization differed in 
both provinces. 


Distribution of Admissions by Type of Institution for First Hospitalization 


One-half of the first admissions in British Columbia were admitted to the 292 
beds contained in the two public psychiatric units (64 beds) and the psychiatric 
hospital (228 beds). A higher proportion of patients with functional psychoses 
(66 per cent) and psychoneuroses (85 per cent) were admitted to these facilities 
than were patients with non-functional psychoses (20 per cent) and remaining 
diagnoses (28 per cent). Non-functional psychoses, of whom about two-fifths 
were alcoholic psychoses and one-third were psychoses of the senium, were 
mainly admitted to the mental hospital and remaining facilities. The remaining 
diagnoses (disorders of character, behaviour and intelligence) were under- 
represented in the psychiatric hospital (17 per cent) and psychiatric units (12 
per cent). 


TABLE 13-3 


DISTRIBUTION OF FIRST ADMISSIONS BY DIAGNOSTIC GROUP AND TYPE OF 
INSTITUTION, UNDUPLICATED 10 PER CENT SAMPLE OF FIRST ADMISSIONS, 
SASKATCHEWAN, 1958-1960 


Hospital for 


Mentally 
Retarded 


Mental Psychiatric 
Hospitals Units 


Diagnostic Group 


Number of patients 


ATISDIABNOSES 145s iels ah0) «sieves 412 213 181 18 
Functional psychoses.. tees 119 60 59 - 
Non-efunctional psychoses .. 105 86 19 _ 
PsychoneuroSeS .....eeeeee 93 24 69 - 
Remaining diagnoSes....... ie 95 43 34 18 


Percentage distribution 


of diagnoses 


ATADIaABNOSeS oc <a eh eustea, | LOOO% 4.4 
Functional psychoses ....:. 100.072 - 

Nonefunctional psychoses... 100.0% = 
Psychoneuroses ....eeeceee 100.0% _ 


Remaining diagnoseS...+e.+ 100.0% 


Percentage distribution 


of hospitals 
100.0% 


DIGENOSES sce dvs cctlee <> 100.0% 100.0% 


Functional psychoses ...... 28.8 28.2 32.6 _ 
Nonefunctional psychoses... 25.5 40.4 10.5 _ 
PsychoneuroSeS ...s02ceccs 22.6 UTS 38.1 _ 


Remaining diagnoses....... 23.1 20.2 18.8 


"Ruent 80 per cent of non-functional psychoses were psychoses of the senium. 


Source: Dominion Bureau of Statistics, special tabulations. 
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In Saskatchewan, the three psychiatric units with a bed capacity of 94 took 
nearly half of the first admissions. Functional psychoses were equally divided 
among the two types of facility. Four-fifths of the non-functional psychoses (80 
per cent of which were psychoses of the senium) were first admitted to mental 
hospitals, while three-fourths of the psychoneuroses were admitted to psychiatric 
units. 


There were marked regional differences for Saskatchewan in the proportion 
of patients admitted to psychiatric units. Among the various diagnostic groups a 
higher proportion of non-metropolitan patients were admitted to mental hospi- 
tals than patients from the metropolitan!? areas of Regina and Saskatoon. 


TABLE 13-4 


PERCENTAGE OF PATIENTS FIRST ADMITTED TO PSYCHIATRIC UNITS, BY 
DIAGNOSTIC GROUP AND GEOGRAPHIC AREA, UNDUPLICATED 10 PER CENT 
SAMPLE OF FIRST ADMISSIONS, SASKATCHEWAN, 1958-1960 


Outside Regina 
and Saskatoon 


Regina and Saskatoon 


Admitted 
Psychi- 
atric Units 


Admitted 
to Psychi- 
atric Units 


All 
N = 100% 


91 


Functional psychoses 7))...;s1reeeieciae . 
Psychoses Senium.|<t..c deseo : 


Pisychoneuroses ¢ 3/01. «<1. eleeralerelere.e 


Source: Dominion Bureau of Statistics, special tabulations. 


The diagnostic composition of first admissions to the several types of 
facilities in British Columbia and Saskatchewan varied considerably. Non-func- 
tional psychoses and remaining diagnoses made up about one-fourth of first 
admissions to psychiatric units and the psychiatric hospital in British Columbia, 
but over two-thirds of the admissions to mental hospitals and the remaining 
hospitals. 


Rate of First Admission in British Columbia 


All Diagnoses 


Annually, 193 individuals per 100,000 total population were reported as first 
admissions to psychiatric in-patient facilities. This rate increased progressively 
with age from 30 per 100,000 for children under the age of 15 to 433 per 100,000 
for those 65 years and over. 


Geographic differences were evident in that the over-all rates were higher in 
metropolitan areas than in non-metropolitan areas. For the population aged over 
65, the frequency of admission was higher in non-metropolitan areas, 483 per 
100,000 versus 408 per 100,000. This may be a reflection of the lack of alterna- 
tives to hospitalization for the aged population outside of Metropolitan Vancou- 
ver and Victoria. 


33 Regina and Saskatoon are not technically defined as metropolitan areas by DBS. According to 
DBS these cities are sufficiently large to be classed as Census Metropolitan Areas, but they do not 
have substantial built-up urbanized fringe areas to require this type of classification. Dominion 
Bureau of Statistics, Census of Canada 1961, Ottawa: Queen’s Printer, 1963, 1.1-9 B.4. 
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FIGURE 13-1 


ESTIMATED ANNUAL FIRST ADMISSION RATE 
BRITISH COLUMBIA, ALL FACILITIES,1958-1960 
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FIGURE 13-3 


ESTIMATED ANNUAL FIRST ADMISSION RATE 
BRITISH COLUMBIA, ALL FACILITIES, 1958-1960 


BY AGE GROUP, SEX, AND GEOGRAPHICAL AREA 
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Within the metropolitan areas admission rates for the population aged 15-64 
were equivalent among males and females. In the areas outside of Greater 
Vancouver and Victoria the rates of admission were higher for females aged 
15-64 than for males aged 15-64. 


Generally the rates for married males were lower than for not-married 
males. In metropolitan areas, rates for married females were less than for 
not-married females; but outside Vancouver and Victoria, the rates for married 
women were higher than for not-married women. 


Functional Psychoses 


The admission rate for functional psychoses was 77 per 100,000 population 
aged 15-64, and was 50 per cent higher in metropolitan areas than in non-met- 
ropolitan areas. This geographic difference was more pronounced in males aged 
15-44, in whom schizophrenic and paranoid psychoses predominate. Functional 
psychoses were more frequent in not-married people than in married people. 


Non-functional Psychoses 


In addition to psychoses of the senium two-fifths of this group included 
patients diagnosed as alcoholic psychoses. These alcoholic psychoses accounted 
for the higher metropolitan rate of 51 per 100,000 aged 15-64, which was triple 
that of the non-metropolitan area. For the age group 65 and over, the majority 
of whom were psychoses of the senium, the rate was higher in non-metropolitan 
areas. 


Psychoneuroses 


The over-all rate for the population aged 15-64 was 72 per 100,000, and was 
similar for both metropolitan and non-metropolitan areas. Married males had 
lower rates than those not married while married females had higher rates than 
those not married. Among married females admission rates were higher from 
non-metropolitan areas. 


Remaining Diagnoses 


This group included disorders of character, behaviour and intelligence, and 
the over-all ratio for the population aged 15-64 was 49 per 100,000 population. 
Rates were particularly elevated in those 65 years and over. 


Rate and Expectation of First Admission in Saskatchewan 


The Saskatchewan patient sample had their first admission status verified. 
Due to the size of the sample population it is not possible to make extensive 
analyses specific for sex and marital status. Rates specific for geographic area, age 
and diagnostic group are found in Appendix 13-4. 


For the population aged 15-64 the frequency of admission was 181 per 
100,000 population. It was higher in metropolitan (200 per 100,000) than in 
non-metropolitan areas (175 per 100,000). Admission rates for the aged were 5 
per cent lower in Regina and Saskatoon than in the other areas. 
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FIGURE 13-4 


ESTIMATED ANNUAL FIRST ADMISSION RATE 
AGE 15-64 YEARS 
BRITISH COLUMBIA ALL FACILITIES, 1958-1960 
BY GEOGRAPHICAL AREA, SEX, AND MARITAL STATUS 
‘| RATE PER 100,000 VARIOUS DIAGNOSTIC GROUPS 
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TABLE 13-5 


ANNUAL RATE OF FIRST ADMISSION PER 100,000 POPULATION, BY AREA, 
AGE AND DIAGNOSTIC GROUP, UNDUPLICATED 10 PER CENT SAMPLE OF FIRST 
ADMISSIONS TO ALL INSTITUTIONS, BRITISH COLUMBIA AND SASKATCHEWAN, 
1958-1960 


Non- 
Age All Functional | functional | Psycho- Remaining 
Area Group Diagnoses | Psychoses |Psychoses | neuroses | Diagnoses 
B.C. |Sask. |B.C.|Sask. |B.C. | Sask. Sask. 
10 


POL Srp 15-64 234 | 181 il 67 37 YP 54 49 50 
All Ages 193 | 154 oi 45 41 39 47 34 54 37 


Metropolitan 15-64 ] 268 51 3 Ws is 55 57 


under 
15 28 — - — — 28 8 
15-34 206 9 - 59 36 50 41 
35-44 320 60 - 99 126 52 38 
45-64 308 100 10 67 104 63 104 
65+ 408 170 | 346 46 41 139 41 
Non-metro- 18 13 72 48 40 48 
politan..... 
— - - - Si 17 
9 8 54 24 50 48 


Source: Dominion Bureau of Statistics, 


The chances of admission to a psychiatric institution at some time during the 
life time of a group of individuals may be estimated from rates of admission and 
mortality. This is outlined in Appendix 13-4. With the first admission rates 
estimated above it is projected that about one out of eight infants would be 
hospitalized in a psychiatric institution at some time in their lives. About 
one-third of these hospitalizations would occur after the age of 65. 


For functional psychoses the frequency of first admission was similar for 
Regina and Saskatoon and the remainder of the Province, 67 per 100,000 
population aged 15-64. Within the various age groups there is a marked 
geographic difference; metropolitan areas showing a progressive increase from 26 
per 100,000 for those aged 15-34, to 125 per 100,000 for those aged 45-64. Outside 
of Regina and Saskatoon the rates fluctuated less, from 62 per 100,000 for those 
aged 15-34 to 54 per 100,000 for those aged 45-64. 


The non-functional psychoses included mainly psychoses of the senium. 
Frequency of admission for patients aged 65 and over was 346 per 100,000 
population in Regina and Saskatoon and 371 per 100,000 for other areas. 


Psychoneuroses among the population aged 15-64 were more frequently 
admitted from Regina and Saskatoon (73 per 100,000) than from other areas (48 
per 100,000). 


Finally, the rate of first admission for the remaining diagnoses was also 
higher in Regina and Saskatoon (57 per 100,000) than from other areas (48 per 
100,000) for those aged 15-64. 
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FIGURE 13-5 


ESTIMATED ANNUAL FIRST ADMISSION RATE 
SASKATCHEWAN, ALL FACILITIES, 1958-1960, 
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Comparison of Standardized Rates for the Two Provinces 


The rates derived for various demographic sub-groups by geographic area 
within British Columbia were applied to the Saskatchewan population in order 
to estimate the number of patients that would be expected if Saskatchewan’s 
population had the same rates of admission as for British Columbia. The 
non-standardized rates for the population aged 15-64 were nearly 30 per cent 
higher in British Columbia, 234 per 100,000 in British Columbia and 181 per 
100,000 in Saskatchewan. 


By applying the age-sex-marital-residence specific British Columbia rates 
to Saskatchewan, the number of admissions expected for Saskatchewan was 
estimated as 3,200 for the three-year period, some 13 per cent higher than that 
observed. 


The difference in estimated rates of first admission to Saskatchewan and 
British Columbia during 1958-1960 was less marked when the rates were 
standardized on the basis of similar population characteristics. 


Conclusions 


(i) There were marked diagnostic, demographic, and geographic differences 
in the rates of first admission to psychiatric institutions in both British Columbia 
and Saskatchewan during 1958-1960. 


(ii) About one-fifth of one per cent of the population aged 15-64 were first 
admissions to psychiatric institutions per year. Functional psychoses and psy- 
choneuroses each made up about one-third of these admissions. 


(iii) For patients over the age of 65 the first admission rate was about 
one-half of one per cent. Although the over-all admission rates were generally 
higher in metropolitan than non-metropolitan areas, the rates for the aged were 
lower in metropolitan areas. 


(iv) It is projected that about one out of eight infants would be hospitalized 
in a psychiatric institution at some time in their lives, on the basis of the first 
admission rates for Saskatchewan. About one-third of these hospitalizations 
would occur after the age of 65. 


CHAPTER 14 


DISCHARGE AND READMISSION RATES FOR 
FIRST ADMISSIONS IN BRITISH COLUMBIA 
AND SASKATCHEWAN 


Introduction 


The purpose of this chapter is to estimate the rates of discharge or death, and 
the frequency of readmission for the sample of first admissions described in the 
previous chapter. The hospital history subsequent to first admission was 
determined for the three-year period 1958-1960. Data were tabulated for 
individual patients and included details of both the first and subsequent 
hospitalizations up to the end of 1960. 


Disposition of First Admissions by the End of 1960 


This describes the status at December 31, 1960, of the first hospital event for 
the sample of patients admitted between January 1, 1958, and December 31, 
1960, in British Columbia and Saskatchewan. A similar proportion, 71 per cent 
of admissions had been discharged from hospital on medical advice by the end 
of 1960 in each province. Again, similar proportions remained on the books of the 
same hospital to which they had been first admitted in British Columbia (12 per 
cent) and Saskatchewan (14 per cent). Deaths were more frequent among the 
Saskatchewan patients (11 per cent) than among patients for British Columbia 
(5 per cent). The proportions of patients discharged, remaining, or dead differed 
considerably according to the type of facility. 


Among various diagnostic groups a higher proportion of admissions with 
functional psychoses had been discharged on medical advice in Saskatchewan 
(89 per cent) than in British Columbia (79 per cent). In both provinces, 
non-functional psychoses had the highest proportion dying. The differences in 
the proportions of this group dying in British Columbia (13 per cent) and 
Saskatchewan (35 per cent) were due to the inclusion of more psychoses of the 
senium in Saskatchewan, and a higher proportion of alcoholic psychoses in 
British Columbia. Over one-fifth of the group with remaining diagnoses 
remained continuously hospitalized in both provinces largely due to patients 
with mental retardation. 
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TABLE 14-1 


DISPOSITION AT THE END OF 1960 FOR FIRST HOSPITAL EVENT, 
PERCENTAGE DISTRIBUTION BY FACILITY AND DIAGNOSTIC GROUP, 
UNDUPLICATED 10 PER CENT SAMPLE OF FIRST ADMISSIONS 
TO PSYCHIATRIC INSTITUTIONS, 

BRITISH COLUMBIA AND SASKATCHEWAN, 1958-1960 


Ad- |Discharged|Discharged Transferred Remaining? 
mission on against Dead to Other jon Hospital Books 
Advice Advice Facility Deco 1571960 
N= 
100% No.| % No.| % |No.} % | Now| % No. 7% 

FACILITY 
British Columbia 
ALL HOSPITALS, 871 OLONNO NT 2S Ae 256 le 4 41855 ValieeZ 9) lO 108 12.4 
Public mental | 

hospitals: srciel tas 225 119 | 52.9 Tam eS alenly 17a led sOmleAa4 i205 35 15.6 
Public psych. 

OSpital vere sisicielere 284 253 | 89.1 Shy jaa Le LOSS 12 4,2 15 Sas 
Public psych. 

hike Oy OOOO OT 155 131, 84.5 6 |3.9 LO SOyelealS 8.4 4 2.6 
Other hospitals... 207 113 | 54.6 8 1 369 '25.112..1. 7 3.4 54 26. 1 
Saskatchewan 
ALL HOSPITALS. 412 293 | 71.1 8 |1.9 |45 |10.9 8 3.9 58 14,1 
Public mental 

hospitals ....... 213 125 | 58.7 1 | 0.5 144 |20.7 1 0.5 42 19.7 
Public psych. 

(ratte BArcodaoood 181 164 | 90.6 Che Noresey ay ake Th ORS TA\e329 2 ial 
Public hospital 

for mentally 

retarded. ........ 18 4 |22.2 - ~ cab wece Ba teeslest PSe 14 77.8 
DIAGNOSTIC | 

GROUP | 


British Columbia 
ALL DIAGNOSES. 
Functional psy- 
ChHOSES' F.erelete etelele 
Non-functional 


871 | 616/70.7| 24 | 2.8 | 44] 5.1 


233 184 |79.0 TENESSON | a 


psychoses ...... 189 109 |57.7 Sune2 G71225) 13852 18.5 15 7.9 
Psychoneuroses .. 214 193 |90,2 3 1.4 2) 0.9 P58} 11 Sh.1 
Remaining diag. .. 235 130 |55.3 ORE SES) MET TAZ 9.4 BY/ 24.3 


Saskatchewan 
ALL DIAGNOSES - 
Functional psy- 


412 293 h7 1d 8 1.9} 45/10.9 


ChOSES) «oes sse.0 119 106 |89.1 2 Ae eed, MOlety/ EY/ i 5.9 
Non-functional 

psychoses ,..... 105 34 | 32.4 _- SET PSV ASCH 3.8 30 28.6 
Psychoneuroses -- 93 89 |95.7 3) 3.2} --| — - 1 to 1 
Remaining diag. .. 95 64 167.4 3 Salo lOc Daal 20 21.0 


1 Includes patients admitted between Jan. 1, 1958,and Dec. 31, 1960,and remaining continuously in 


the same hospital until Dec. 31, 1960. 


Majority of these patients were psychoses of the senium transferred to a home for the aged and 
senile. 


Source: Dominion Bureau of Statistics, special tabulations. 
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Rates of Discharge and Death 
Method of Calculation 


Absolute rates of discharge! on medical advice (or death) were calculated 
by actuarial methods. These absolute rates compensate for possible differences 
in the number of patients withdrawn from the risk of medically authorized 
discharge by death, transfer, discharge against medical advice and are thus 
comparable between populations with different numbers of patients dying, 
being transferred, or discharged against advice. 


The basic tabulations for these calculations are in Appendix 14-1. In British 
Columbia the number of admissions to mental hospital was 225, and the number 
exposed to the risk of discharge on medical advice during the first month was 
the number admitted minus one-half the number not exposed to risk of dis- 
charge during all of the first month, ice., 


(8+40+2+5) 


5 =497.5 


225 — 


The absolute rate of discharge on medical advice during the first month of 
= 15.2% 


hospital care was estimated as 


19735 


Similarly the absolute rate of death within one month was estimated by 


LRA A a 7° 9 
225 — (30+40+2+5) 
2 


It is emphasized that the absolute rates of discharge and death are 
independent of one another and cannot be added to give the absolute rate of 
combined discharge and death. Absolute rates of discharge were calculated for 
each duration interval, and then converted into cumulative proportions dis- 
charged by the end of specified intervals. Thus, the one-year discharge rate of 
83.8 per cent for British Columbia is based on absolute discharge rates of 34.3 
per cent for 0-1 month, 62.5 per cent for 1-4 months, and 34.0 per cent for 4-12 
months. Since no exact standard errors or confidence intervals are available 
for rates computed by “maximum utilization” of the life table method they 
were not calculated.? 


Rates at End of One Month Following Admission 


Although the over-all discharge rates were similar in British Columbia (34 
per cent) and Saskatchewan (36 per cent), this was due to the higher discharge 
rates for non-functional psychoses in British Columbia. As described previously, 
two-fifths of non-functional psychoses in British Columbia were alcoholic 
psychoses in contrast to a negligible proportion in Saskatchewan. The one-month 
discharge rates for functional psychoses were twice as high in Saskatchewan 
(31 per cent) as in British Columbia (16 per cent). Discharge rates for psy- 
choneuroses and miscellaneous diagnoses were also higher in Saskatchewan than 
in British Columbia. 


1The rationale for selecting discharge rates as the criterion for determining the results of 
hospitalization is based on regarding the primary goal of hospitalization as the return of patients 
to the community in the shortest possible time. 


3Ederer, F., A simple method for determining standard errors of survival rates, with tables. J. 
Chron. Dis. 11:632-645, 1960. 
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DISCHARGE AND READMISSION IN B.C. AND SASKATCHEWAN oda lei 


Consistently, for each diagnostic group in both provinces, discharge rates 
were higher for patients from metropolitan areas than for those from non-met- 
ropolitan areas. Whether this is due to patients in metropolitan areas being closer 
to psychiatric facilities and therefore being admitted at an earlier stage of ill- 
ness, or being discharged earlier for continuing care in the community can not 
be differentiated. 


Death rates were highest for non-functional psychoses, 12 per cent in 
Saskatchewan and 6 per cent in British Columbia. 


TABLE 14-3 


ABSOLUTE RATES OF DISCHARGE AND DEATH 
WITHIN ONE MONTH OF FIRST ADMISSION,? 
UNDUPLICA TED 10 PER CENT SAMPLE OF FIRST ADMISSIONS 
TO ALL PSYCHIATRIC FACILITIES, 

BRITISH COLUMBIA AND SASKATCHEWAN, 1958-1960 


Saskatchewan British Columbia 
Rates Rate 
No. of | Rates (%) No. ot |__Rates 
Patients |Discharge Patients | Discharge 
on Advice alll on Advice Death 

ALL DIAGNOSES 

PTPOVINCE: Mele sjare, o's 0 Sletteete s 412 36 5 871 34 2 
Functional psychoses 

Metropolitan .%)..$. . See ee 28 44 ~ 160 19 ~ 

Non-metropolitan....... 91 27 3 73 10 ~ 

IPLOVINCE Yor. «eres © c cittete, si 119 oi 2 233 16 = 
Non-functional psychoses? 

Metropolitan... < ssetee ® « 18 20 26 136 50 6 

Non-metropolitan .....2.. 87 13 10 33 22 5 

IXTOVINICE Set, eters fe io sate o's 6 105 14 12 189 42 6 
Psychoneuroses 

Metropolitan ....... aan ae 29 60 os 128 52 - 

Non-metropolitan ......... 64 57 — 86 38 - 

IPTOVINGCE. ore oo chess eatale ons © 93 58 a 214 46 - 
Remaining Diagnoses 

Me Ero pOlitan. \s sic 'chehevels o 6 5 24 59 6 145 SYi/ 1 

Non-metropolitan......2e0.6 TA: 3iy/ 5 90 34 4 

PI POVAINGE te oreic ieee steioieats! ole 95 | 42 5 235 36 2 


lA bsolute rates of discharge and death are independent of one another, and cannot be added. 
No. of patients represents the total number admitted during the three-year period. 


?Non-functional psychoses in Saskatchewan were mainly psychoses of aging; but in British Columbia 
includes a large proportion of alcoholic psychoses. 


Source: Dominion Bureau of Statistics, special tabulations. 


Rates at End of Four Months Following Admission 


By the end of four months, the over-all discharge rates were 75 per cent in 
both provinces. The discharge rate for functional psychoses was still higher in 
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Saskatchewan (89 per cent) than in British Columbia (74 per cent), but the 
marked difference between metropolitan and non-metropolitan patients no 
longer obtained. Nearly all of the patients with psychoneuroses had been dis- 
charged in both provinces. 


Absolute rates of death for non-functional psychoses had increased to 29 per 
cent in Saskatchewan and 18 per cent in British Columbia. 


TABLE 14-4 


CUMULATIVE ABSOLUTE RATES OF DISCHARGE AND DEATH WITHIN FOUR 
MONTHS OF FIRST ADMISSION, UNDUPLICATED 10 PER CENT SAMPLE OF 
FIRST ADMISSIONS TO ALL PSYCHIATRIC FACILITIES, 

BRITISH COLUMBIA AND SASKATCHEWAN, 1958—1960 


Saskatchewan British Columbia 


Rates (Percentage) 


Rates (Percentage) Rates (Percentage) Nes 
Discharge Discharge 
Death 
Sey i on Advice Death pati Patients|,, Advice 


ALL DIAGNOSES 


Province ceccccccccccvecs 6 
Functional psychoses 

Metropolitan eccccccccccce >. 

Non-metropolitan eeeceooece te 

FYOVINCE! ciclecieccccese clelcie < 
Non-functional psychoses 

Metropolitan .eccccccccscce 18 

Non-metropolitan eeeeeevece 17 

ProVinCe ccccccccccccccce 18 
Psychoneuroses 

Metropolitatiictejcre</slectere cele 3 

Non-metropolitan eececeecesoen 4 

PROVINCE siecle celec/ cle elaleicleles 4 
Remaining diagnoses 

Metropolitan. .ccccscccces 5 

Non-metropolitan..sccccees 10 


Province eoceeeareeesee een 


Note: See footnotes for Table 14—3. 


Source: Dominion Bureau of Statistics, special tabulations. 


Rates at End of One Year Following Admission 


The over-all discharge rate had increased slightly in each province, from 
nearly 75 per cent at the end of four months to over 80 per cent. Relatively few 
additional discharges occurred between four months and one year. On the other 
hand, the cumulative death rate between four months and 12 months doubled in 
both provinces. 


At the end of one year the discharge rate for functional psychoses had 
increased to about 90 per cent for British Columbia, but it still was lower in 
British Columbia than in Saskatchewan. 
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TABLE 14-5 


CUMULATIVE RATES OF DISCHARGE, AND DEATH WITHIN ONE YEAR OF 
FIRST ADMISSION,’ UNDUPLICATED 10 PER CENT SAMPLE OF FIRST ADMISSIONS 
TO ALL PSYCHIATRIC FACILITIES, 

BRITISH COLUMBIA AND SASKATCHEWAN, 1958—1960 


oi) eo. 2 Se ee 
Saskatchewan British Columbia 
Rates (Percentage) 
No. 
of Discharge Discharge 
Patients | on Advice on Advice | Deaths 
ALL DIAGNOSES 
Province 412 24 871 84 16 
Functional psychoses 
Metropolitan 28 —_ 160 88 _ 
Non-metropolitan 91 S} is 90 _ 
Province 119 2 233 89 — 
Non-functional psychoses 
Metropolitan 18 50 136 85 34 
Non-metropolitan 87 48 Se! oS 44 
Province 105 44 189 76 39 
Psychoneuroses 
Metropolitan 29 _ 128 98 3 
Non-metropolitan 64 — 86 100 4 
Province 93 - 214 99 4 


Remaining Diagnoses 
Metropolitan 
Non-metropolitan 

Province 


145 Ufa 23 


See footnotes for Table 14—3, 


Source: Dominion Bureau of Statistics, special tabulations. 


Longitudinal Studies of Patient Cohorts 


In addition to disposition, and rates of discharge and death for the first 
hospital-event, patients were followed through transfers or subsequent readmis- 
sions. This patient movement is tabulated in Tables 14-6 and 14-7 and illustrated 
in Fig. 14-2. It is emphasized that there is a considerable amount of patient 
movement and inter-facility flow even within a period of three years. This sub- 
sequent patient movement must be considered in order to evaluate the over- 
all results of hospital care beyond that occurring during the first hospital-event. 
In addition to rates of initial separation and readmission, indices reflecting the 
amount of hospital care over a period of time must be studied. Such an index, 
the utilization of hospital care for one or two years following first admission, 
is described in the next chapter. 


215 


DISCHARGE AND READMISSION IN B.C. AND SASKATCHEWAN 


*suot}e[nge} [eloeds ‘sot}sTje}g JO Neamg UoTUIWOGg ;a0IN0g 


‘O96T ‘TE *29q 38 eased JezZdsoy sapuUN BuyUyEUaI asOY} 0} soja peufezay, 
“eFqUNTOD YS fq JO s}Uepyses-uoU gy sapnfouyT paysupe soqunn, 


uoHezij]ejIdsoH yiINOY 


* utede peztteytdsoy jon 


uoljeziTejyIdsoy Psy f, 


utedse peztjeirdsoy jon 


uoljezIjejIdsoyy puoosasg 


* utese poeztyeytdsoy jon 


pestojsuels} 


uoljeZI[eJIdsoHY JS4Ily 


L S tS 9 ST seers DaTwWpe Joqunyy 
€ v € 8 T v L v vI 0c a 
v 8 € cl T It cl L 0c 8E eee eee’ petiejsue ld} 
JO aAtTje peyertedag 
cad € I = T 9 = 9 j ST "** ;peap Jo pautejay 
v IT v cl c LT cl eT (K6 SS ceeee  PoyTwpe Joquny 
Se Set 
6 ST Iv ev £6 oe 
87 O€ vS $9 OMT sereeeree HNoalojsued} 
JO aATTe pojyertedas 
S Le 6 L v cE S a OT 8Z "'* speep Jo poutejoy 
LT cs 61 SY Or 09 tS 99 18 v~7~ seeeee PoyUpe Joquny 
cS SEY eZ 9ST 8C 68 SL cvt 87 cos oad 
69 891 c6 T0Z BE oa Ort 802 60€ 9CL ee 
JO aAtTje pejestedag 
97 €8 T €T L9 OV 6 SZ €Or T9T se" ~peep Jo poutejoy 
S6 TSé £6 VIC SOT 68T 6tT €€C CLV L388 seeees Poytupe Joquny 
° erqunjto)| . erqunjo)| . BrIqunyto)| . erqunyto >) . Brqunto) 
PS) usa, ©? lr yusapa fe 8S) genwa | 4°°S-| uenng)|| 7°"8 | ysnpa 
sosousetq sosoinou sosoyoks gq sesoyoksq SASONDVIC 
Sututewsy -oyosAsq Jeuot}OUuNnj-uON Jeuot}Oun yy IIlv 


0961-8S6T ‘NVMAHOLVUSVS GNV VIAWN'IOO HSILIANG ‘SNOISSINGV LSaIa AO 
ATdNVS LNAD Wad Of GALVOITGNAGNN ‘dNOUD OLLSONDVIdG AG LNAWNAAOW LNAILVd AO NOILV 1INAGVL 


pa 2 he b= kA 


ROYAL COMMISSION ON HEALTH SERVICES 


216 


‘0961 


€ 49qw9d9eq puD gg6| ‘| AsOnuDP Uaamjaq pasiNd90 Sjuanea || 


“Sa610Y9S!IP Pazi40YyjND SD |]@M SD AIIAPD |DOIPaw 4suIDbD sabsoyosip puD SUO!IINJI¥SU! JAYZO OF S4Ba}SUD4, SapNjoU! aAl}O pa{ouDdas 


NOILVZITVLIdSOH NIVOV 
HLYNOS ee G3ZIIVLIdSOH LON 


i 
7 


~ 3any ae av3a Yo 
GFIVUVd IS 9 fe... 02 O3NIVL3Y 


NIVOY 
Q3ZINVLIdSOH LON 
Se 
“3A \91/av30 yo 
Q3LVYVdSS eet O3NIVL 34 


NIVOV 
Q3ZINVLIdSOH LON 


Paw NOY vad 4o 
G3Wavd3S ee O3NIVL3a 


NOILVZITWLIdGSOH 
1SYl3~ ~~ G3LLIWGV Y38WNN 


NVMAHOLVASVS 


"0961 ‘IE 48qWa0Eq 4D 8109 |D4IdsoY 4apuN asoUs Of S4ajal Peulnjay :3JION 


NOILWZITVLIdSOH fate Ae 
ulanod 3ZIWLIdSOH LON 


s av3ad yo 
GUO ee G3NIVL34 


NIVOY 
€6 }Q3ZI1VLIdSOH LON 
“a 
Apefoige 40 
fe GaNIVL3¥ 


NOILVZITVLIdSOH NIWOV 
QNO93S 4 Q3ZITVLIGSOH LON 


JA NOY, avad yO 
OFIVEVd3S ee G3NIVL3U 


NOILVZITWLIdSOH 
LSY¥ld ~~ ~ G3LLINGY Y3E8WNN 


VIGWN10O9 HSILIYS 


0961-8561 ‘NVM3HOLVYSVS GNV VIGWNI09 HSILINa 
SNOISSINQV LSYI4 SO AIdWVS LN5SD Yad O! G3LVOINdNGNN 
SSILIMNSVS T1V “SASONDVIG 11V ‘LNAWSAOW LN3ILVd JO NOILVYLSNTT! 


e-vi 3YNdDI4 


DISCHARGE AND READMISSION IN B.C. AND SASKATCHEWAN DAF. 


TABLE 14-7 


TABULATION OF PA TIENT MOVEMENT BY DURATION OF FIRST HOSPITAL STAY,? 
UNDUPLICATED 10 PER CENT SAMPLE OF FIRST ADMISSIONS, 
BRITISH COLUMBIA, 1958—1960 


Duration of First Hospital Stay 


An Under J. 1—4 4—12 Over 
1 Month rite _| Months 1 Year 
First Hospitalization 
Number admitted y, as ctene) sete aolekelevercterelstel (ECON 389 346 88 64 
INGtAINEd OT AEA tie. cicisleie hehe etic siceiel| MeL OO) 30 30 37 53 
Separated alive or transferred........| 727 359 306 51 11 
Notshospitalizedlapaini..:\.jclisisiceiesis sists os (DOD 236 223 36 10 


Second Hospitalization 
Nmberradmitlediira. steyciers «cle ckeheiphe cleset |e oe 123 


Retained Or dead. crescretere icles «os ee ercne ee) me O 49 
Separated alive or transferred........| 147 74 
INotshospitallizedtacain: . ./ter «cic «ele slele'sye eel) OO 44 
Third Hospitalization 
Number admittedy, sic:.tene «01's: clalerers) staperete 30 
Retained ora stores ci cle’ .cletei cle le trekete 6 
Separated alive or transferred........ 24 
Notshospitalizedia Saint.) > ccitsictel« cuere’ sie) e shetere 12 


Fourth Hospitalization 


INumber: ad mittee, sre, . erelele- ole « sfsis oie WY 


lSsee footnote Table 14—3. 


Source: Dominion Bureau of Statistics, special tabulations. 


Rates of Readmission from First Discharge 


Rates of readmission were calculated for patients who had been discharged. 
The frequency of readmission within one year of discharge was similar in 
Saskatchewan (22 per cent) and British Columbia? (20 per cent). In each 
province, rates of readmission for patients discharged from psychiatric units 
were similar to those for patients discharged from psychiatric hospitals or mental 
hospitals. 


Readmission rates were highest for functional psychoses with 27 per cent of 
discharges returning to hospital within one year in Saskatchewan and 24 per cent 
in British Columbia. 


In Saskatchewan, readmission rates were higher for patients from met- 
ropolitan areas than non-metropolitan areas. In British Columbia higher read- 
mission rates for patients from metropolitan areas occurred for patients original- 
ly admitted to psychiatric and mental hospitals, but not for those admitted to 
psychiatric units. Although the study population is small, it is evident that the 
one-year rates of readmission are not significantly different for patients dis- 
charged from psychiatric units than for patients discharged from psychiatric 
hospitals or mental hospitals in Saskatchewan or British Columbia. 


3Readmission rates reported from other studies are summarized in Appendix 14-2. 
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FIGURE 149-3 


READMISSION RATES, WITHIN ONE YEAR 
SASKATCHEWAN, BRITISH COLUMBIA, 1958-1960 


BY INITIAL FACILITY, AND DIAGNOSTIC GROUP 
9 
7o 
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Rates of readmission for various age-sex groups varied more widely in the 
two provinces than did the rates for patients categorized by type of hospital or 
by diagnostic group. 


TABLE 14-9 


READMISSION RATE WITHIN ONE YEAR FOR PATIENTS DISCHARGED FROM 
FIRST ADMISSION, BY AGE GROUP AND SEX, UNDUPLICATED 10 PER CENT 
SAMPLE OF FIRST ADMISSIONS TO PSYCHIATRIC INSTITUTIONS, BRITISH 

COLUMBIA AND SASKATCHEWAN, 1958-1960 


Saskatchewan British Columbia 


—-—-- 


Age Group 


(eats) Male Female 
No. |Rate (%) 
airareene [ae ara) siavereiie 102 20 
4.0010 0 HOE aie 82 22 
A Si NOAsccstete ete tisha she «ele 97 el 
CHa? odoot ced BO 1d GOO : 41 22 


Source: Dominion Bureau of Statistics, special tabulations. 


Conclusions 


(i) Longitudinal studies of patients hospitalized at different times and in 
different institutions are feasible with appropriate processing of existing records. 
Such studies are essential and should be expanded. 


(ii) One-third of admissions were discharged within one month, but there 
were marked diagnostic, demographic and geographic differences. Three-fourths 
of first admissions had been discharged within four months; relatively few 
discharges occurred between four and twelve months. 


(iii) Discharge rates at the end of one and four months were higher for all 
diagnostic groups, except non-functional psychoes, in Saskatchewan, and in 
both provinces were higher for patients from metropolitan than non-metropoli- 
tan areas. 


(iv) Functional psychoses had higher discharge rates than did all diagnoses 
combined. Saskatchewan consistently had higher discharge rates for functional 
psychoses than British Columbia. 


(v) Death rates were highest for non-functional psychoses. In Saskatchewan - 
one-third of psychoses of senium had died in hospital by the end of the first year. 


(vi)One-fifth of discharges were readmitted within one year of leaving 
hospital. General hospital discharges did not have higher readmission rates than 
those from psychiatric or mental hospitals in either province. 


CHAPTER 15 


HOSPITAL UTILIZATION BY FIRST ADMISSIONS 
IN SASKATCHEWAN 


Introduction 


The considerable amount of patient movement which occurred for first 
admissions was described in the previous chapter. In addition to considering 
rates of separation and rates of readmission, some index is needed which would 
include both of these factors in order to determine the amount of hospital care 
used by a group of persons over a period of time. The index used in this 
chapter is that of the total days of hospital care (accumulated in any Saskatche- 
wan psychiatric facility in subsequent hospitalizations) during the one- or two- 
year period following first admission.! It was possible to calculate this ratio for 
patients from Saskatchewan because of the full co-operation of the Mental 
Health Division, Saskatchewan Department of Public Health. 


Disposition and Days of Hospital Care within One Year Following Admission 


These data were derived by analyzing the hospital experience for individual 
patients during the one-year period after admission. That is, the hospital stays 
for a patient admitted on January 1, 1958, were tabulated for the period January 
1, 1958, to December 31, 1958. For a patient admitted December 31, 1959, 
hospital stays were tabulated from December 31, 1959, to December 30, 1960. 


For the sample of 265 patients admitted to Saskatchewan psychiatric 
institutions during 1958 and 1959 there were 26,589 days of hospital care uti- 
lized during the first year subsequent to date of admission, a mean of 100 days of 
hospital care per admission. 


These 265 patients had 318 hospital-events during the first year subsequent 
to admission. A hospital-event included transfers as well as readmissions. At the 
end of one year nearly three-fourths of the patients were out of hospital, 
one-tenth had died, and one-sixth remained in hospital. Those patients remain- 
ing in hospital at the end of the year may not have been continuously retained. 


Nine-tenths of functional psychoses were out of hospital at the end of the 
year, and an average of 84 days of hospital care per admission had been utilized. 
Less than one-quarter of the total days of care during the first year were utilized 
by functional psychoses. 


1This measure resembles the Total Length of Stay Index described by Mueller, F.C., and 
Tripodi, T., The use of several methods of follow-up analysis with one cohort, Am. J. publ. Hlth. 
51:1163-1173, 1961. 
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Non-functional psychoses (mainly psychoses of the senium) used 44 per cent 
of the total hospital days, and had an average of 171 days of hospital care per 
patient during the first year. One-third of non-functional psychoses remained in 
hospital at the end of the year, one-third were out of hospital and one-third had 
died in hospital. 


TABLE 15-1 
DISPOSITION AND AGGREGATE DAYS OF HOSPITAL CARE AT THE END OF ONE 
YEAR AFTER ADMISSION, BY DIAGNOSTIC GROUP, UNDUPLICATED 10 PER CENT 
SAMPLE OF SASKATCHEWAN FIRST ADMISSIONS, 1958 AND 1959 


Disposition of Patients 
at End of 1 Year 


Aggregate Days 
of Hospital Care 


Number 


Diagnostic 
Group Individual Per 


No. 


ALL DIAGNOSES... 


265 = 100 


26,589 100 


Functional 

psychoses ........| 732100 6,154 23] 84.3 
Non-functional 

psychoses. ....... 68= 100 11,648 44/171.3 
Psychoneuroses ....| 622100 2,529 10} 40.8 
Remaining 

Glagnosesi.s.ae acts 62 = 100 6,258 24/)]100.9 


Disposition and Days of Hospital Care within Two Years 
Following Admission 


This describes the hospital experience during the two-year period subse- 
quent to admission in 1958. There were 123 patients who had 160 hospital-events 
during the two years after first admission. At the end of two years one-fifth were 
in hospital, one-tenth had died in hospital and seven-tenths were out of hospital. 


The mean time spent by patients in hospital during the two-year period was 
173 days. For patients with functional psychoses the mean was 90 days of 
hospital care. This was slightly higher than the first year mean of 84 days. 


Patients with non-functional psychoses used a mean of 330 days of hospital 
care and patients with remaining diagnoses used an average of 209 days. These 
two groups included psychoses of the senium, and patients with mental 
retardation respectively. 


Patients with Continuous Hospitalization 


Of the 265 patients admitted during 1958-1959, 37 (14 per cent) used 
one-half of the total hospital time during the first year. Of these 37 patients 33 
were diagnosed as either psychoses of the senium or mental retardation. 


223 


HOSPITAL UTILIZATION IN SASKATCHEWAN 


YV3A LSYl4d ONIUNG 
INJILVd 43d SAVG 
TWLIdSOH 30 YJEWNN NVIW 


08 


NOISSIWGV JO YV3A JNO 
NIHLIIM 3YV9 TVLIdSOH 


NOILNG1YLSIC 39VIN3IIYNI3d 


40 SAVO 1V1L01 40 


| 


% O8 Ov 


dNOYS JILSONOVIG AG 


YVSAl NIHLIM YVIA | 
TWLIdSOH 40 ON3 LV 
NI d31d TWLIdSOH NI 
NOILYOd0Ud NOILYOdOUd 


| | | 


SASONSVIG 
YSHLO 


SSSOUNANOHOASd 


SASOHOASd 
TVNOILONNS-NON 


SSSOHOASd 
IWNOILONNS 


SSSON9VIGC 
T1V 


0 %O0v 0 %0v 


6S61-8S61‘3S1IdNVS NVMSHOLVYSVS‘NOISSINGYV LSYI4 40 
YVSA JNO NIHLIM 3YV9 TVLIGSOH JO SAVG GNV NOILISOdSIG 


I-SI 3YNNI4 


AL COMMISSION ON HEALTH SERVICES 


224 


MEAN NUMBER OF HOSPITAL DAYS PER PATIENT, 


WITHIN ONE, AND TWO YEARS OF FIRST ADMISSION 


SASKATCHEWAN SAMPLE,1I958-1959 
BY DIAGNOSTIC GROUP 
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TABLE 15-2 


DISPOSITION AND AGGREGATE DAYS OF HOSPITAL CARE AT END OF TWO YEARS 
AFTER ADMISSION, BY DIAGNOSTIC GROUP, UNDUPLICATED 10 PER CENT 
SAMPLE OF SASKATCHEWAN FIRST ADMISSIONS, 1958 


Aggregate Days 
of Hospital Care 


Disposition of Patients 
at End of 2 Years 


Number 


Diagnostic Group 


Died in 
Hospital 


Out of 
i} 
Hospital ' 


7o 7o 


No. No. 


ALL DIAGNOSES... 
Functional psychoses 


Non-functional 
DSV,CHOSESreraiciel s/s 


Psychoneuroses.... 


Remaining diagnoses 


TABLE 15-3 


CONTRIBUTION OF PATIENTS WITH CONTINUOUS HOSPITALIZATION TO HOSPITAL 
UTILIZATION WITHIN ONE YEAR FOLLOWING ADMISSION, UNDUPLICATED 
10 PER CENT SAMPLE OF FIRST ADMISSIONS, SASKATCHEWAN, 1958—1959 

265 patients with 26,589 days of hospital care during first year after admission 


37 patients with continuous hospitalization during first year used 13,505 hospital days 


Number of patients 


Functional psychoses.......e6- SL nia Ba GO SO OOO SOO SAGAS OSES 6 3 
Non-functional psychoses (psychoses of senium).....-ccccscscscssesee 20 
ESV CHONCULOSES «6 ste elorsieisieter else Brae a sie ciel cieterettvecelanetersretsiereitrese are ats ema | 
Mentalire tardiattonyerirs.c'ciats teeters oteteteis erste: eter sieis XdOMDS Hobo Oop OaD es. 1 


Among the 123 patients first admitted in 1958 and followed for a two-year 
period 20 patients remained continuously hospitalized for one year; of these, 19 
(95 per cent) remained continuously hospitalized to the end of two years. 


There were 11 patients with psychoses of the senium, and seven with mental 
retardation who were continuously hospitalized, and used more hospital days 
(13,140) than the remaining 105 patients (8,133 hospital days) during the two- 
year period. 


226 ROYAL COMMISSION ON HEALTH SERVICES 


Utilization by Type of Institution First Entered 


During 1958-59 there were 117 patients admitted to psychiatric units who 
had 151 hospital-events during the first year subsequent to admission. Of the 117 
patients, one patient (with psychosis of the senium) was continuously hospital- 
ized during the first year, being transferred to a mental hospital. A total of 11 
patients were also hospitalized in mental hospitals at some time during the 
one-year period. Five of the 34 patients with functional psychoses were 
hospitalized in a mental hospital for a total of 417 days, but none remained 
hospitalized at the end of the year. 


TABLE 15-4 


AGGREGATE DAYS OF CARE DURING THE FIRST YEAR FOR PATIENTS ENTERING 
PSYCHIATRIC UNITS, UNDUPLICATED 10 PER CENTSAMPLE OF FIRST ADMISSIONS, 
SASKATCHEWAN, 1958—1959 


No. Indi- Days of Care 


No. viduals Hos- 
: 5 Number In-} Hospital | Pitalized in 
Diagnostic Group dividuals | Fyents Mental Psychi- Mental 
Hospital atric Unit | Hospital 


ALL DIAGNOSES...... 


Functional psychoses ....... 417 
Non-functional psychoses ... 6471 
Psychoneuroses ...-.eccwssie 34 


Remaining diagnoses ........ 


1 One patient hospitalized continuously during first year. 


In comparison to a mean of 54 hospital days utilized by patients with 
functional psychoses admitted to psychiatric units, the 39 patients first admitted 
to mental hospitals spent 111 days in hospital during the year. Six of the patients 
(15 per cent) with functional psychoses first admitted to mental hospital were in 
hospital at the end of the first year.2 Any comparison of the costs of care in the 
two types of hospital must include the projected future costs of any patients 
remaining in hospital at the end of the study period. 


2It is difficult to compare these utilization data for selected patients with the experimental 
results reported by Smith, C. M., et al., where unselected groups of comparable patients committed 
in Saskatoon were randomly admitied to either a psychiatric unit or a mental hospital. These 
Saskatoon patients included readmissions, and diagnostic and age distributions which varied from 
the Saskatchewan sample reported above. Smith, et al., conclude that chronicity may be reduced 
by active community programs, that evaluation is needed, and that the challenge of long stay 
patients “‘. . . can best be met by retaining both chronic and acute patients within the framework 
of the general hospital’. Smith, C. M., McKerracher, D. G., and Demay, M., A follow-up study of 
comparable mental and general hospital patients, Canad. psychiat. Ass. J. 9:155-163, 1964. 
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TABLE 15-5 
AGGREGATE DAYS OF CARE DURING ONE AND TWO YEARS FOLLOWING ADMISSION, 
BY DIAGNOSTIC GROUP, AND TYPE OF FACILITY FIRST ENTERED, UNDUPLICATED 
10 PER CENT SAMPLE OF SASKATCHEWAN FIRST ADMISSIONS, 1958—1959 


Days of Care per 100 


Aggregate Days of Care: Patients: 


Patient First Admitted to Patient First Admitted to 
F é Mental Psychiatric All 
Group chewan 
No. Facili- 
ties 
Pa- Com- 
tients bined! 
One year following first 
admission 
ALMNDiagnoSes cs < o sib.s ers oo at 19,552 13,966 10,034 
Functional psychoses..... 4,311 11,054 8,430 
Non-functional psychoses . 10,720 18,807 17,129 
Psychoneuroses.......... 1,169 6,876 4,079 
Remaining diagnoses..... 3,352 12,415 10,094 
Two years following 
first admission 
AUISDTAGCNOSES. <s ois 6 cacid < ote’ 23,304 6,039 | 17,295 
Functional psychoses..... 11,250 6,294 8,973 
Non-functional psychoses . 36,500 | 20,014 | 33,003 
Psychoneuroses.......60- 11,943 3,116 5,492 
Remaining diagnoses ..... 20,500 2,454 | 20,867 


1 Includes hospital for mentally retarded. 


This utilization for Saskatchewan can be compared with the experience of 
first admissions to mental hospitals in England and Wales during 1954 and 1955 
(see Appendix 15-1). For patients with functional psychoses a mean of 174 
hospital days were used in the two years following first admission in England and 
Wales in comparison to 112 days for those entering Saskatchewan mental 
hospitals. 


Overview of Utilization 


For all patients the first admission rate was 154 per 100,000; 81 per cent of 
patients were discharged within one year, and 22 per cent of discharges were 
readmitted within one year. A mean of 100 hospital days per patient were spent 
in all institutions during the first year, and 173 days during the first two years 
following admission. 


Functional psychoses had an admission rate of 67 per 100,000, a discharge 
rate of 89 per cent within four months, and a readmission rate for discharges of 
27 per cent within one year. Functional psychoses utilized 16 per cent of the 
hospital care within the two years following first admission. 


Non-functional psychoses formed one-fourth of the admissions, had a high 
death rate, and used one-half of the hospital days within the two years following 
first admission. 
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Conclusions 


(i) Hospital use, defined in terms of aggregate time spent in psychiatric 
institutions over a one- or two-year period, is an essential index for evaluating 
bed requirements. This index can be derived from existing records. 


(ii) In Saskatchewan during the first year after admission, 265 patients had 
an average of 1.2 admission-events, and used a mean of 100 hospital days per 
patient. At the end of one year three-fourths of patients were out of hospital, 
one-tenth had died in hospital, and one-sixth were in hospital. 


Continuous hospitalization was incurred by 14 per cent (N=37) of the 
patients, who used one-half of the hospital days. Patients with psychoses of the 
senium and mental retardation made up nine-tenths of those continuously 
hospitalized. 


(iii) Patients with functional psychoses used one-fourth of the hospital days 
and averaged 84 days in hospital within the first year after admission. Among 
patients with non-functional psychoses one-third, respectively, were in hospital, 
dead, or out of hospital at the end of one year. 


(iv) By the end of two years, an average of 173 days per patient had been 
used over-all, 90 days for patients with functional psychoses, and 330 days for 
patients with non-functional psychoses. Three-fifths of the aggregate hospital 
days had been used by one-seventh of the patients, who had been continuously 
hospitalized with mental retardation or non-functional psychoses. 


(v) General hospital admissions with functional psychoses used a mean of 
54 hospital days, and functional psychoses admitted to mental hospitals used an 
average of 111 days during the first year. None of the general hospital admissions 
with functional psychoses remained in any hospital at the end of the first year, 
while 15 per cent of the functional psychoses admitted to mental hospital were 
hospitalized. 
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CHAPTER 16 


INSURANCE FOR PSYCHIATRIC CARE IN CANADA 


“...it is possible to foresee that at some time or other the conscience of society will 
awake and remind it that the poor man should have just as much right to assistance 
for his mind as he now has to the life-saving help offered by surgery; and that the 
neuroses threaten public health no less than tuberculosis, and can be left as little as 
the latter to the impotent care of individual members of the community.”’1 


Introduction to Psychiatric Care and Insurance Plans 


Insurance for the hospital care of psychiatric illness is not a recent 
innovation. A form of prepayment with co-insurance existed in the “‘subscrip- 
tion-asylums” of England in the early 1800’s. Persons contributing to the 
asylums could nominate patients for admission at reduced rates2. 


In Canada, in recent years, more patients have been receiving psychiatric 
treatment outside of provincially operated institutions. This increase is due to 
the extension of psychiatric divisions in general hospitals, and to the increasing 
number of psychiatrists practising in the community, both in public clinics 
and private practice. 


The National Hospital Insurance programme provides insured services in 


“hospitals listed in one of the schedules to the agreement with the federal government. 
The federal legislation does not contain a precise definition of a hospital but it 
prescribes a hospital to mean a facility providing in-patient and out-patient services, 
excluding... hospitals or institutions for the mentally ill... 


“In-patient services are provided in listed hospitals as insured services regardless of 
the individual diagnosis of the insured person. Thus, for example, the services 
provided in the psychiatric ward of a listed general hospital are insured services 
despite the fact that institutions for the mentally ill as such are excluded from the 
federal law.’’3 


1Freud, S., Lines of advance in psycho-analytic therapy. Translated by James Strachey in 
The Standard Edition of the Complete Psychological Works of Sigmund Freud, Vol. XVII, 
London: The Hogarth Press, 1955, pp. 116-167. 


2Jones, Kathleen, Lunacy, Law and Conscience 1744-1845, London: Routledge and Kegan Paul 
Limited, 1954. 


’Department of National Health and Welfare, Information Services Division, The Hospital 
Insurance and Diagnostic Services Program in Canada, Ottawa: Queen’s Printer, 1962, p. 38. 
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In Ontario and Prince Edward Island, mental hospitals are included in the 
provincial Hospital Insurance Program only.* Electro-shock therapy is provided 
as an insured out-patient service in Manitoba. 


Non-governmental insurance plans generally exclude the costs of hospital 
and physician care for patients in provincially operated psychiatric institutions. 
During 1960 public mental hospitals reported receiving $340 thousand from 
private insurance plans, and over $86 million from other sources.® 


Similarly there are major limitations, exclusions and restrictions on pay- 
ments by medical insurance plans for the services of private psychiatrists. Some 
of the reasons suggested for this general lack of comprehensive prepaid care for 
psychiatric illnesses include discrimination, prejudice, apathy and ignorance 
regarding psychiatric illnesses.’ 


In the United States, many commercial companies provide major medical 
insurance including coverage for mental conditions® but on a more restrictive 
basis than for physical conditions.? ‘Experiments’ in providing short-term 
ambulatory care by private psychiatrists have been financed by the National 
Institute of Mental Health.?° 


One of the important reasons for variation among insurance plans is the lack 
of experience and data upon which to estimate the utilization, duration and costs 
of psychiatrists’ services.11.12 It has been inferred that psychiatric treatment is 
interminable: 


“Serious problems have arisen when we have attempted to incorporate benefits for 
specialist psychotherapy into Prepaid Insurance. These problems stem from the 
continuing nature of the treatment in that it is often not as self-limiting in extent as 
the treatment of physical illness. Also the symptoms are more subjective than 
objective, and therefore more liable to be initiated and continued by the patient 
rather than the doctor.’’18 


4Ibid., p. 52. 
SIbid., p. 13. 


6Dominion Bureau of Statistics, Mental Health Statistics, Financial Supplement, 1960, op. cit., 
Det: 


™McKerracher, D. G., Modern psychiatry and the health plans, New Engl. J. Med. 260:474-478, 
1959. 


8Health Insurance Institute, Group Health Insurance policies issued in 1961; 1962; 1963; New 
York: Health Insurance Institute, 1962, 1963, 1964. 


®Joint Information Service of the American Psychiatric Association and the National 
Association for Mental Health, Insurance Coverage for Mental Illness, A Special Report, 
Washington: American Psychiatric Association, Nov. 1962. 


WAvnet, Helen H., Psychiatric Insurance, New York: Group Health Insurance, Inc., 1962. 
Benefits during July, 1959-Dec., 1961 included up to 15 individual office visits at the rate of 
$15.00, in addition to $5.00 per visit from the patient. 


URichman, A., and Bezeredi, T., Health insurance prepayment for psychotherapy in private 
psychiatric practice, Canad. Psychiat. Ass. J. 8:121-132, 1963. 


22Follman, J. F., Jr., (Health Insurance Association of America), The Present Status of 
Insurance Coverages for the Treatment of Mental Illnesses, presented before the Northeast 
State Governments’ Conference on Mental Health, Albany, April 1963. 


#3Canadian Medical Association, British Columbia Division, brief submitted to the Royal 
Commission on Health Services, Vancouver, February 1962. 
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Another factor involves the discrepancy between the estimated high propor- 
tion of the population with psychiatric symptoms and illnesses, the as yet 
unknown proportion of the population with psychiatric illnesses requiring 
treatment, and the limited supply of psychiatrists. 


Finally the need for extensive changes in the organization of psychiatric 
services has been emphasized. 


“It is hard to believe that effective coverage will ever prove practical unless 
accompanied by rather extensive changes in the organization of psychiatric services 
and its maximum integration with general medical care.’’14 

“Further development or progress in the provision of private health insurance 
protection against the costs of care for mental illness requires... that ‘psychiatry 
establish patterns of care that are acceptable to, understood by, and demanded by the 
public’,’”’15 


Prepaid Psychiatric Care in Canada 


Periodic reviews on the extent of Canadian prepayment for psychiatrists’ 
care have been made by Griffin.16 In 1957, subscribers of Medical Services 
Association, Vancouver, became eligible for up to 15 hours of psychotherapy; in 
1958, Medical Services (Alberta) Inc., began paying up to $200 per course of 
psychotherapy; and in 1962 Manitoba Medical Services began covering all 
psychiatrists’ services without limiting the amount or duration of scheduled 
benefits. 


Canada has been conducting some scattered ‘experiments of nature” 
involving insurance for treatment of psychiatric illnesses, and the remainder of 
Part IV describes the actuarial experience of some of these plans. 


Trans-Canada Medical Plans and Psychiatric Care 


Trans-Canada Medical Plans (T.C.M.P.) is the national organization of 
eleven Canadian prepaid medical care plans which are sponsored or approved by 
the medical profession. At the end of 1961, there were 3.2 million Canadians 
enrolled in T.C.M.P. programmes offering comprehensive coverage.!7 T.C.M.P. 
has described the emphasis by their members on providing coverage for all 
medical needs, and the steady progress in extending coverage for psychiatric 


treatment. 


“Emphasis on Coverage for all Medical Needs 


“All member plans of T.C.M.P. provide benefits which include services of a doctor in 
the home and office as well as in the hospital and cover a broad range of preventive, 
diagnostic and curative services where and as required. Preventive services include 
prenatal and post-natal care, care of the pre-school child, inoculations and vaccina- 
tions and promotion of adult health, including a general systematic approach to the 


4Somers, H. M., and Somers, Anne R., Doctors, Patients, and Health Insurance, Washington: 
The Brookings Institution, 1961, p. 391. 


SPoliman, J. Hs, Jin Op. (Cit, 


Griffin, J. D., Report on hospital and medical insurance plans, Canad. Psychiat. Ass. J. 
5 :234-237, 1960. 


47 Comprehensive coverage programmes are generally considered to be those which provide 
coverage for physicians’ services in the home, office and hospital...’’ Trans-Canada Medical 
Plans. brief submitted to the Royal Commission on Health Services, Toronto, May 1962. App. C. 
T.C.M.P. Manual of Insurance Terms for health insurance purposes, p. 3. 
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early detection of disease, such as heart or cancer conditions. As referred to in 
paragraph 74, there are minor variations in degree in these matters. 

“In all areas of the country, medical services are provided by general practitioners 
and by specialists in many fields. In all areas where service plans operate the public 
has direct access to general practitioners with services of specialists available for first 
visit or referred consultations, for all referred work or, in the case of some plans, on 
the same direct access basis as general practitioners. 


“As well as providing broad coverage for the treatment of physical illness, the 
extension of coverage into the treatment of mental conditions has steadily progressed 
as experience has been developed. The new knowledge of recent years in respect to 
mental health and treatment methods has resulted in a rapid movement away 
from public misconceptions and myths which at one time stood in the way of the 
rehabilitation of rersons suffering from mental illness. The increasing view that 
mental ailments should be regarded in the same light as physical ailments and treated 
by medical practitioners in private practice is resulting, to an increasing degree, in 
such care coming under the prepayment mechanism of the T.C.M.P. plans.’’18 


During 1958 to 1960 nearly one-half of T.C.M.P.’s comprehensive coverage 
programmes did not pay for psychiatrists’ treatment. Among the programmes 
paying for psychiatric care in 1958 the amounts paid ranged from 8¢ to 23¢ per 
member per year and from 0.3 per cent to 1.1 per cent of the total costs for these 
particular plans. By 1960 the costs of psychiatric care ranged from 10¢ to 50¢ per 
member-year, and from 0.4 per cent to 1.7 per cent of the total costs. 


TABLE 16-1 


TRANS-CANADA MEDICAL PLANS, COMPREHENSIVE COVERAGE PROGRAMS 
1958 — 1960, COST OF PHYSICIANS’ SERVICES PER PERSON PER ANNUM 
BASED UPON ACTUAL AMOUNTS PAID TO DOCTORS FOR SERVICES PROVIDED, 
COST OF PSYCHIATRISTS’ TREATMENT PER MEMBER, AND PERCENTAGE 
OF TOTAL COSTS 


Total Medical Psychiatrist’s Treatment 
Costs per Member Cost per Member ee ee 
1958 1959 ‘| 1960 1958 | 1959 1960 1960 
—— a ———_—— 
Plan A $25.00 $28.13 $29.37 | $0.23 | $0.32 | $0.37 3s} 

B 20.64 22.48 24.84 0.23| 0.24 

Cc 19.53 19.52 20.51 

D 20.90 20.96 21.44 

E 25.55 24.68 27.88 

F 23023 24.65 26.38 

G 22.59 23-23 24.14 

H 30.66 29.14 

I 18.33 19.97 

K 14.08 ie 

L 16.71 


—No amount listed in tabulations. 


Source: Data derived from tabulations provided to the Royal Commission on Health Services by 
Trans Canada Medical Plans)1962, 


18Ibid, paras. 82-84, p. 25. 
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The relation of the costs for psychiatrists’ care to the cost for other types of 
physicians’ care has been analyzed for T.C.M.P. comprehensive coverage plans 
for 1960. Total expenditures ranged from $20.51 to $29.37 per member-year. Part 
of this variation is due to differences in fee schedules and proration. Surgical care 
averaged $6.15 and ranged relatively little from $5.75 to $6.64 per member per 
year. Office calls averaged $7.09, and ranged from $5.21 to $8.86. In comparison, 
the costs of psychiatrists’ treatment averaged 25¢ per person per year in the six 
plans paying for such care. 


TABLE 16-2 


NINE T.C.M.P. PLANS WITH COMPREHENSIVE COVERAGE — ABSOLUTE AMOUNTS 
COST OF PHYSICIANS’ SERVICES BY TYPE — PER PERSON PER ANNUM, 1960 


Type of Service 


I Surgical care ..... 
II Obstetrical care..| 2.12] 2.08 | 1.98 | 2.22] 1.72 | 2.21 1.92 | 2.05 | 1.46 | 1.97 


III Medical care: 
A Home calls ..../ 2.45] 1.88 15287), 16285) 153 Iie 257-6 1.98 2.32) 3.66 | 2.16 
BiOfficercalls ee SooLetis lO uo: 1 5.79: 8.09b| 7.34 6-84| 8.86} 5.34] 7.05 
C Hospital calls..| 1.80] 1.73 1.85] 1.52) 1.35 | 1.62 SPAN eR -99 | 1.50 
D Consultations ..| 1.36 -80 048 ° 44 -46| 1.66 -98 EPO), GO} 94 
E Allergy testing 


and treatment .. 25 - 20 04 07 sit -08 -03 - ip ous ails 
F Psychiatric 
Treatment...... 5SY/ - 26 -- — — 18 -10 -50 -10 gas 


G Special proce- 
dures diag. & 
therapsrae a cere -65| 34 34 5S 250 -76 81 Sie! 1.63] .84 

H Other nonelisted 
items of med. 


ENG Ry DD 220 214 Da 02 29 -80 79 1.88 =o2° | 40 
IV Other relat. 
services 
A Radiology ..... 2.39 | 2.29 | 1.39 15S 3.4.1 21.60) e161 Le SSulreO Seti 
Pireatholorvec.. 2. |) «74h, sO7u 1, 20) 26 eds 13.1, 609 nin 305 5631 OS a ies 52 
C Anasthesia ....| 1.57 | 1.39 | 1.03 99 1.03 | 1.44 | 1.48 1.47 | .98 |1.26 
Var Other atems) : . soi) — by ee 13 28 - -09 _ - -10 _ 
= “4 SSS —+ l 
otal. rsisters 129-37 | 24.84 20.51 |21.44 |27.88 [26-38 24.14 | 29.14 |22.00 hom 


Source: Trans-Canada Medical Plans, brief submitted to the Royal Commission on Health Services, 
Toronto, May 1962, Exhibit X. 


Administrative Policies of Trans-Canada Medical Plans Regarding Payment for 
Psychiatric Services, Dec. 1962 


In 1960, the policy of Medical Services (Alberta) Inc., was stated as provid- 
ing preventive, diagnostic and therapeutic care for patients with psychiatric 
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illnesses and ‘“..attempting to keep as many patients as possible out of 
Provincial Mental Hospital and on private payment basis”. In general, most 
members of T.C.M.P. in 1962 were more restrictive in their policies and benefits 
for the treatment of psychiatric illnesses. 


In a report on payment for pychiatric services, prepared by the office of 
T.C.M.P., there were wide-spread and major differences evident in the extent, 
duration and amount of psychiatrists’ care provided by the member-plans 
(Appendix 16-1). 


Although all of the medical service plans provided payment for consultation, 
there was wide variation in coverage for continuing treatment. In Alberta, 
members of MS(A)I could have up to $1,000 per contract-year paid for 
psychiatrists’ services. Members of M.M.S. in Manitoba were covered for “all 
psychiatric services unless they were available to the subscribers without 
charge.’’!9 British Columbia members of M.S.A. and M.S.I. could have up to 15 
hours of psychotherapy in a lifetime paid by the Plan. Ontario members of 
P.S.I. were eligible for up to two services for continuing psychotherapy per 
month (after 6 months from the initial diagnosis) but payment for this psycho- 
therapy was based on the same rate for psychiatrists as for general practition- 
ers. In the Maritimes, Maritime Medical Care Inc., paid for one visit for 
psychotherapy per week at the rate of $3.00. 


Payment for psychiatrists’ care in general hospitals also varied widely. 
Maritime Hospital Services Association limited payment for hospital care by 
psychiatrists to up to 30 days for any such hospital admission, but not exceed- 
ing 70 days during the participant’s lifetime. Quebec Hospital Services Associa- 
tion paid for up to 70 hospital visits during 12 consecutive months. In Ontario, 
P.S.I. limited payments for hospital care to $15 per week after 4 weeks of 
hospitalization; and Manitoba Medical Service paid $42.00 per month of 
hospital care after 4 weeks. M.S.A. and M.S.I. in British Columbia and MS(A)I 
in Alberta had no limitations upon the costs of hospital visits. 


There are marked limitations placed upon psychiatrists’ care by nearly all of 
the major comprehensive medical insurance plans. Goldman? has compared such 
a situation, wherein physicians are trained and hospitals built without organiz- 
ing the payment for their services, to inviting people to enter a locked house 
without giving them the key. 


Payment to Family Physicians for Care of Psychiatric Illness 


Although there is considerable psychiatric illness among patients seen by 
family physicians,”! relatively little provision has been made by the medical 
insurance plans for the care of such illnesses by family physicians.?? 


19Manitoba Medical Association; Manitoba Medical Services; briefs submitted to the Royal 
Commission on Health Services, Winnipeg, January 1962. M.M.S. included treatment for 
alcoholism and drug addiction. 


2Goldmann, F., Adequacy of medical care, Yale J. Biol. Med. 19:682-688, 1947. 
2Ibid., Part V. The Extent of Psychiatric Morbidity and Care. 
2Fxceptions to this are found in Medical Services (Alberta) Inc., where over one-half of the 


payment in 1960 for psychiatric illnesses was made to non-psychiatrists, and in the 1962 revision 
of the Ontario Medical Association Schedule of Fees. 
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The practice and financing of psychotherapy by Canadian family doctors has 
been commented upon by Rorie: 23 


“...My chief interest was in psychotherapy, and I was surprised and disappointed to 
find that this was the only field in which the family doctor was not paid for his work. 
In one province I found that while a practitioner was paid $10 for circumcision, $100 
for appendectomy, not to mention cholecystectomy and hysterectomy, he was paid 
nothing for the most minor efforts in psychiatry. In some areas a fee of $10 had been 
recommended, but it was rarely paid. I saw an admonition to the practitioner that 
claims for such a fee should be given careful thought before being rendered. Long 
term psychotherapy by the family physician has no financial reward whatever, and 
even in the hands of the specialist is limited in scope. The psychiatrist is paid what 
seems to be an adequate fee of $15-20 per hour, but there is a ceiling figure to 
therapy. I was told that this had brought about an increase in the number of patients 
receiving maximum treatment, and I feel that one might be forgiven doubting the 
sincerity of the psychotherapist who accepts patients for treatment under these 
limiting conditions. 


“If then, a practitioner rendered an account with a diagnosis of neurosis, and treat- 
ment psychotherapy, he would not be paid—or at most only for an office call. 


“This was the main weakness of the scheme to my mind. Explanations by the paying 
bodies varied from : ‘These neurotics don’t need any treatment anyway’ to ‘We should 
pay for this, but psychotherapy is too nebulous to define for actuarial assessment’. 
However they have no difficulty in assessing specialist psychotherapy, even though 
it is limited, and so the latter argument is not tenable. It was also pointed out to me 
that a very large proportion of the cost of these prepaid plans is made up of first and 
second office calls, which must be taken up with psychotherapy in any case, irre- 
spective of what returns were made. 


“It might well be that if the paying authorities were prepared to face the incidence 
and proper treatment of psychoneurotic illness, and to pay for it, there would be a 
drop in incidence of apparent organic illness and investigation which could be more 
than compensatory. 


“...As to the question of psychiatric care by the family doctor, I found...there is 
still a common attitude of rejection towards the psychoneurotic patient, with the 
excuse that his treatment is too time-consuming and frustrating. Even where training 
is now not lacking, conditions of practice tend to prevent the best treatment. 
Physicians are only human, and if a community pays them well for engaging in 
organic medicine and surgery and nothing for treating mental and emotional illness, 
they cannot be blamed for engaging in the former.” 


Submissions to the Royal Commission on Health Services Regarding 
Medical Insurance for Psychiatric Illnesses 


The provision of medical insurance for psychiatric illness on the same basis 
as other illness was emphasized in many briefs. 


Canadian Medical Association 


“Two areas of service to persons requiring special attention emerge as pressing needs 
in all parts of Canada. We recommend: ; 
10) That a complete overhaul of the mental health program be undertaken to provide 
considerably improved services to the large body of Canadians who suffer from 
psychiatric disorders. The essential improvements include 


*Rorie, R. A. B., Psychiatry and general practice in North America, Canada’s ment. Hlth. 
Supplement No. 35, March 1963. 
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(a) the recognition of mental illness as the equivalent of physical illness and the 
encouragement of the care of the psychiatric patient in his own community.’’24 

In addition, “It is the objective of the profession that psychiatric illness be included 
under (medical services) insurance on the same basis as other illness.”25 


Ontario Medical Association 
The submission of the Ontario Medical Association recommended: 


“THAT mental illness be recognized as our most serious health problem; that there be 
a change in approach to the management of the mentally ill to bring it into line with 
that of other illnesses, with particular reference to out-patient services, hospitaliza- 
tion, rehabilitation and insurance coverage; and that psychiatric research be 
expanded. 


“THAT priority be given to suggested improvements in the management of mental 
illness, the provision of health services facilities, and the recruitment and education 
of sufficient health services personnel.’’26 


The recommended changes in the management of mental illness included 
the development of a pattern for the provision of and insurance for medical 
services in keeping with what now pertains for the physically ill.27 


Canadian Psychiatric Association 


“Many other physicians treat patients with psychiatric illness and disabilities. It is 
important that this be encouraged and developed, as only in this way does it seem 
possible to provide treatment for the extensive psychiatric morbidity which exists in 
our communities. To encourage this it will be necessary to remunerate those 
physicians, as well as psychiatrists, for the treatment of psychiatric conditions.” 


“Recommendation III: 
Therefore it is recommended: 
That physicians specializing in psychiatry or engaged in other areas of 
medical practice who provide treatment directly to patients be remunerated 
on the same basis as other physicians.”’28 


Canadian Mental Health Association 


It was recommended that any plan of comprehensive hospital and medical 
treatment insurance must include comprehensive psychiatric hospital and treat- 
ment services for the mentally ill without discrimination or exclusion.2® 


Conclusions 


(i) Major discrepancies exist in provincial inclusion of mental hospitals 
within hospital insurance programmes. 


24Canadian Medical Association, brief submitted to the Royal Commission on Health Services, 
Toronto, May 1962, p. 5. 


2Tbid., para. 48, p. 7. 


2Ontario Medical Association, brief submitted to the Royal Commission on Health Services, 
Toronto, May 1962, Recommendations 11 and 14, p. ix. 


27Ibid., para. 177, p. 53. 


°8Canadian Psychiatric Association, brief submitted to the Royal Commission on Health 
Services, Toronto, May 1962, p. 9. 


*®Canadian Mental Health Association, brief submitted to the Royal Commission on Health 
Services, Toronto, May 1962, p. 28. 
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(ii) Medical insurance plans vary widely in their provision for psychia- 
trists’ care, but some form of limitation or exclusion of psychiatric care existed in 
eight out of nine members of Trans-Canada Medical Plans at the end of 1962. 


(iii) In five of Trans-Canada Medical Plans’ comprehensive programmes 


providing some psychiatrists’ eare during 1960, costs ranged from 10¢ to 50¢ per 
member-year. 


(iv) Payment for psychotherapy by trained and interested family physi- 
cians is made by few medical insurance plans. 


(v) The provision of medical insurance for psychiatric illness on the same 
basis as for other illness was emphasized in many of the briefs presented to the 
Royal Commission on Health Services. 
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CHAPTER 17 


PSYCHIATRISTS’ CARE FOR MEMBERS OF 
MEDICAL SERVICES ASSOCIATION, 
VANCOUVER, 1957-1961 


Introduction 


Medical Services Association (M.S.A.), a member of Trans-Canada Medical 
Plans, is a non-profit voluntary plan providing prepaid medical care for the 
personnel and employers (and their dependents) of British Columbia firms with 
10 or more employees. In 1958 over 400 thousand employees, employers and 
dependents, about one-fourth of British Columbia’s population, were enrolled in 
M.S.A. 


During 1957-1961 M.S.A. members referred by family physicians were 
eligible for up to 15 hours of psychotherapy per 12-month period. In addition, 
M.S.A. included payment without limitation for visits to patients hospitalized in 
psychiatric divisions of general hospitals, and for out-patient electrotherapy. 


A previous report by the author has described the pattern of psychiatric 
services utilized by M.S.A. members seen by Vancouver psychiatrists during 
1957.1 All of the 15 private psychiatrists in Metropolitan Vancouver participated 
in the plan. These qualified psychiatrists included various denominations of 
psychiatric belief and therapeutic orientation. In that year the 15 psychiatrists 
had initial consultations with 608 M.S.A. members, resident in Metropolitan 
Vancouver, who had been referred by family physicians. 


This chapter? describes the frequency and distribution of referral, the 
duration and costs of psychiatrists’ care over a 5-year period, the maintenance of 
enrolment in the plan, and changes in medical costs over a 7-year period, for a 
group of patients and a group of “controls”’. 


It is noteworthy that the basic information required for estimates of 
utilization in the following two chapters was contained within the routine data 
maintained for administrative purposes. The routine records of many prepaid 
medical insurance plans can presently be readily utilized for various epidemio- 
logical studies on psychiatric care.3 


4Richman, A., and Bezeredi, T., op. cit. 


*The full co-operation of A. L. McLellan (Executive Director), G. L. Watson, M.D. (Director of 
Medical Services), and A. Hunter (Comptroller) of M.S.A. is sincerely appreciated. 


®Colman, J. D., and Morrison, N., Opportunities in operation in Social Insurance, Some 
problems for statistical insurance (Ed. Day, L. H.), Papers presented at the Annual Meeting of 
AAAS, New York, Dec. 1960, New York: The Bureau of Applied Social Research, Columbia 
University, 1961. 
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Method 


From a list of all M.S.A. members seen by Vancouver psychiatrists there 
were derived the names of patients residing in Metropolitan Vancouver for whom 
an initial consultation had been recorded during 1957.4 It is assumed that the 
number of Vancouver members seen by Victoria psychiatrists was negligible. 


One control group was formed by selecting members who worked in the 
same firm as the patient (or the subscriber for the patient) and had enrolled in 
the plan at the same time. These controls therefore had a similar length of 
membership and generally resided within Metropolitan Vancouver.® A second 
control group was randomly selected from the entire membership at mid-1957, 
in order to estimate the proportion living in Metropolitan Vancouver. 


For the patient-group, and members of the two control groups, the 
following data were compiled from enrolment applications and microfilm records 
of account cards: ® 


—demographic characteristics of the subscriber and dependents, 
—history of plan-enrolment, cancellations, reinstatement and transfers, 
—annual family medical costs between Jan. 1, 1955, and Dec. 31, 1961. 


Additional data were collated on the annual costs of psychiatrists’ care, and 
the dates of initial and last psychiatric contact between 1957-1961 for patients 
receiving psychiatric consultation. 


Frequency of Initial Psychiatric Consultation 


Frequency of Consultation 


The rate of consultation was analyzed for the 608 M.S.A. members resident 
in Metropolitan Vancouver, referred to the 15 private psychiatrists for initial 
consultations during 1957.7 


The frequency of referral for various demographic groups was estimated by 
means of Cornfield’s relative risk method.’ A total of 551 adult patients, a rate of 
394 per 100,000 adult members,® were referred by family physicians for private 
psychiatric consultation during 1957.10 


4Initial consultations were designated by the psychiatrist since the payment for an initial 
consultation was higher than for psychotherapy. 


5It is recognized that controls selected by this method are theoretically more liable to have 
characteristics similar to those of the patients, and thus any differences in demographic 
characteristics elicited in this study would tend to be minimized; that is, the “true” differences 
would be greater. 


6éThis clerical work was done by M.S.A. personnel supervised by the author. Subsequent 
statistical analyses and interpretation of the data were the responsibility of the author. 


7Patients who were recorded as having seen a psychiatrist prior to Jan. 1, 1957, were deleted 
from the study. 


8Cornfield, J.. A method of estimating comparative rates from clinical data. Applications to 
cancer of the lung, breast, and cervix. J. natn. Cancer Inst. 11:1269-1275, 1951. 


*Less than one per cent of adult members were over 65 years old. 


In examining the medical costs of controls it was found that four out of approximately 800 
controls who remained enrolled during 1959, had received initial psychiatric consultation during 
1959—a rate of five per 1,000. 


4Among personnel aged 17-64 of the Metropolitan Life Insurance Co., new cases of disability, 
due to psychoneuroses and psychoses, lasting 8 days or more, amounted to 4.3 per 1,000 males and 
7.0 per 1,000 females annually. Metrop. Life Ins. Co. Statist. Bull. 43, March 1962, p. 8. 
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Psychiatric consultation required both referral by a physician, and attend- 
ance by the patient. This rate of 0.4 per cent represents patients: 


—recognized as having a psychiatric problem by their physician, 
—considered to require psychiatric consultation by their physician, 
—willing and able to visit the psychiatrist, and 

—whom the psychiatrist was able to see. 


Since psychiatric consultation was paid by the plan, the effect of the patient’s 


economic status was minimized in determining the family physician’s decision 
for psychiatric consultation. 


TABLE 17-1 
CONSULTATION WITH PRIVATE PSYCHIATRISTS DURING 1957, ESTIMATED ANNUAL 
FREQUENCY PER 100,000 AND STANDARD ERROR, ADULT M.S.A. MEMBERS 
RESIDING IN METROPOLITAN VANCOUVER 


Age of Subscriber 


Male : Male : 
Subscriber Wife Subscriber Wife 
MARRIED SUBSCRIBERS 
Number of 
dependent 
children-0 N= 24 32 15 41 
Frequency 274+56 365 +64 151439 411+64 
1-2 N= ee 97 19 40 
Frequency 414+49 558 +57 266 +61 560 +88 
3+ N= 37 60 2 9 
Frequency 361+60 586 +76 62+44 279 +93 
Total N= 133 189 36 90 
Frequency 364 +32 520 +38 177 +30 442 +47 
WORKING WIVES 
N= 26 2 
Frequency 1,200 #235 | v8 
SINGLE SUBSCRIBERS 15-44 45+ 
Male Female Male Female 
Subscriber | Subscriber edi; Subscriber | Subscriber 
N= 31 32 8) 4 
Frequency 442+79 330 +58 a -- 212+106 


1 
This age group contained few patients over the age of 65. Fewer than 680 of the total M.S.A, 
membership were over 65 years old. 


Demographic Variation in Consultation Rates 


Psychiatric consultation was most frequent among working wives, and 
solitary parents with dependent children. In comparison to 0.4 per cent of all 
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adult members, over one per cent of working wives,!* and nearly 3 per cent 
of solitary parents!* were referred to psychiatrists during the year. 


Among married members, the frequency of referral was consistently higher 
for wife-dependents than for employed husbands. Among employed husbands, 
the frequency of referral was higher among those aged under 45, than for those 
over 45. This age difference in the frequency of psychiatric consultation did not 
apply to wives to the same extent. 


For subscribers under the age of 45, the frequency of consultation was 
lowest for those with no dependent children; while for older subscribers 
consultation was less frequent among those with three or more dependent 
children. 


Among single subscribers under the age of 45, psychiatric consultation was 
more frequent in males than females while over the age of 45 the reverse 
occurred. Single females under the age of 45 had rates similar to wives without 
dependent children, and rates lower than for wives with dependent children.!4 


It is not possible to differentiate whether more psychiatric illness or 
disability occurs among women then men. The increased frequency of psychiat- 
ric consultation among women may be related to factors in the referral process 
which involve differences in the attendance and expression of complaints to 
physicians, and the attitudes or expectations of physicians and patients. 


Length of Enrolment and Consultation Rate 


The rate of consultation was estimated for various lengths of continuous 
enrolment in order to assess the effects of hypothetical waiting periods, and the 
relation of referral to “stability” of enrolment. 


The number of adult M.S.A. members resident in Metropolitan Vancouver, 
categorized by length of continuous enrolment, was estimated from the sample of 
the general membership. Since the sample of the general membership was 
derived from the membership list at mid-1957, the number of persons with a 
particular characteristic enrolled at that time would approximate the annual 
person-years represented by persons with that characteristic.1> 


2The 1961 Canadian Census enumerated nearly 900,000 married women in the labour force, 
accounting for nearly half the total female labour force. The effect on ‘‘family life’ must also be 
considered. 


“The deleterious influence on the family life and on the children of the mother’s working 
outside the home has become evident in our analysis. As regards the special impact on 
delinquency this too has emerged. There is evidence of a differential influence of the working 
mother on family life, on children and on delinquency. There is some suggestion in our data that 
these influences are more potent when deriving from the mother who works sporadically than 
from the regularly employed mother.’”’ Glueck, S., and Glueck, Eleanor, Working mothers and 
delinquency, Ment. Hyg. (N.Y.) 41:327-352, 1957. 


3 Bight solitary parents with dependent children were referred during the year, a rate of 3+1%. 
1*This lack of higher rates for single females may be due to this group being employed. 


>The membership at June 30, 1957 was estimated to include 34,000 adult members from 
Metropolitan Vancouver, whose continuous membership began between Jan. 1-June 30, 1957. 
Although additional members were enrolled during the remainder of 1957, cancellations also 
occurred. With the assumption that enrolment and cancellation occurred at a uniform rate 
throughout 1957, an estimated 34,000 person-years of membership were spent in the plan during 
1957 by recently enrolled members, although more than 34,000 persons enrolled or reinstated their 
membership during 1957. 
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The frequency of psychiatric consultation in 1957 was calculated for three 
separate enrolment periods—members continuously enrolled since 1957, those 
enrolled during 1955-56, and those enrolled earlier than 1955. On a person-year 
basis the frequency of consultation!® was less among persons enrolled (or 
reinstated) during 1957 than for those who had longer lengths of membership. 


TABLE 17-2 
FREQUENCY OF REFERRAL BY YEAR OF CONTINUOUS ENROLMENT, 
ADULT M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


] ee CO eit Pek oS |! ae ep 
Estimated 
Va 2 
Year of Enrolment ease is Patients Rate per 100,000 
(thousands) 
i 
Before 1955 ..... 60 261 437 
(CRUSOE Gea a8 80 290 362 
During 1955-56 46 206 446 
During 1957 34 84 248 
ALL 140 551 394 


Source of Referral 

Three-quarters (76 per cent) of the patients had been referred by general 
practitioners, and one-fourth by qualified specialists. One-half of the specialist 
referrals came from internists and surgeons. 


Since the patient load of various types of specialists is not known, it is not 
possible to determine the frequency of referral from various types of specialist. 


Membership History, 1957-1961 


The subscribers of the patient and control groups did not remain continu- 
ously enrolled in the plan. This section describes the maintenance of member- 
ship up to the end of 1961. The membership history of adult patients is compared 
with that of controls in order to estimate the “employment stability” of 
employee-patients, or of the subscriber-husband of patients. 


Continuous Membership between 1957 and the End of 1961 


This does not necessarily imply that the subscriber continued in the same 
job, since continuous membership may be retained through employment with a 
series of firms participating in M.S.A. Secondly it was possible for subscribers 
enrolled more than 10 years to continue individual M.S.A. membership. 


A greater proportion of controls (59 per cent) than adult patients (53 per 
cent) remained continuously enrolled. 


16A central rate rather than a probability. 
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TABLE 17-3 


MEMBERSHIP HISTORY 
M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


Patients 


Controls? 
Children 


ALLE he vatetele o cictatere etencrdtehelere stelorerctsyel ee +. (OOS = 100% 551= 100%) 57= 100% 
Retained continuous membership 
to Decsx31, HOGI Ge locisicletcl eisretebetele lnc erste SOO 59 290 = 53s 21= "37 
Cancelled before Dec. 31, 1961..........+-] 248 41 26104 (e302) 03 
Year of cancellation 
LOS 7 arena bi seers iclereiere siereieieieisietsiorere eels eee hc O4m E14: 85= 15 9= 16 
TOSS srosers cteve ere sisiclereiotdieteletelcielwe 6 Peteteters MOO = FLO 75= 14 8= 14 
LOS O Meinl. Cheleic cs.ciloinoitdeie eee ees aU) Ue 51= 9 Cee 
LOG Osi uereta ce iete ceteris efolereraietere  creteeieic:|( a Som FO 27= 5 8= 14 
LOGS roi ciclecte eters selon ehelers ices ecicel 2729 4 23= 4 7 =e wl? 
Disposition of cancellations? 
Totals bens svete sceleiepiehereieteteielonie sso sneilt- C4 eG 261=100 | 36 = 100 
Transterred €6° MSI ceca vee ccs 65+) Smt 14 38= 14 | 3= 8 
Reinstatedrlaters «tes coco ce ee) Fie Ly S22 2 = 6 


Not reinstated later..................| 172= 69 
Dependent patient 
no longer eligible* . 0.5 6 c.0600 ceees 


191= 74 


Number of members enrolled 
DOCS Le LI O1 ,OIN miterstalcinictelheieterstsnciete cress StL OO 
Per cént of original enrolment......... 64 


1 Subscribers. 
2 Cancellations occurring for first time between 1957 and 1961. 
3 Pian offering individual enrolment. 


‘Children over the age of 18 were required to. obtain their own membership. 


TABLE 17-4 


RETENTION OF CONTINUOUS MEMBERSHIP, BY YEAR DURING WHICH 
CONTINUOUS ENROLMENT BEGAN, 
M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


Percentage of Subscribers Retaining Continuous 


Membership to the End of 
Adult 
Patients 


Year in which 
Continuous En- 
rolment Began 


Adult 
Patients 


Controls Controls 


Befloren.O5 Seas missle a ea srepevenare eke se 73 
WRG Bo ooonn ou Coto ocd 61 
NOS Givsactetcieras auapewanaliaveielencne ate 42 


NOUS Jats shalateianetetsbearelesshatakers 
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Maintenance of continuous membership was less for recently enrolled 
subscribers than for subscribers of longer duration. Cancellation was most 
frequent among subscribers enrolled during 1957, and decreased progressively 
for subscribers of longer enrolments.17 When comparisons are made for subscrib- 
ers of the same duration of membership, patients consistently had a higher 
frequency of cancellation than controls. 


Cancellation of Membership between 1957 and 1961 


Cancellation may have been due to the subscriber leaving his job and either 
remaining unemployed or being employed in a firm not participating in M.S.A. 
Cancellation also occurred if the subscriber left the province. Dependent 
children ceased to be enrolled upon reaching the age of 17 before 1958, or age 18 
subsequently. The dates given for cancellation refer to the year during which 
the first cancellation occurred. The frequency of cancellation was similar for 
both patient and control groups during 1957, but higher for adult patients 
than controls during 1958 and 1959. 


Among subscribers maintaining membership until the end of 1959; the 
frequency of cancellation before the end of 1961 was similar for both controls 
and patients. 


Patients Controls 
Number of subscribers retaining continuous 
membership from 1957 to end of 1959 340=100.0% 426=100.0% 
Cancellations during 1960 and 1961 50= 14.7% 66= 15.5% 


A similar proportion of cancellations among both controls and adult 
patients transferred to individual membership in another plan (M.S.I.). A higher 
proportion of cancelling controls (17 per cent) than adult patients (12 per cent) 
subsequently reinstated their M.S.A. membership. Among reinstated subscrib- 
ers, fewer of the adult patients (59 per cent) than controls (68 per cent) 
remained members at the end of 1961. 


Membership Status at Dec. 31, 1961 


This includes members with both continuous and intermittent enrolment. 
Wives who consulted psychiatrists during 1957 may not be members at the end 
of 1961 because of changes in employment of the subscriber or because of 
marital separation. This analysis compares the experience of controls, subscrib- 
er-patients, and subscriber-husbands of patients. 


A higher proportion of controls (64 per cent) than subscriber-patients (48 
per cent) were members at the end of 1961. These differences remained when 
subscribers were classified by age, sex, marital status and number of dependent 
children. 

The over-all proportion of married controls and subscriber-husbands of 
patients who remained members at the end of 1961 was also different, 78 per cent 
and 63 per cent respectively. When comparisons are made for groups of similar 
demographic characteristics, it is seen that this membership lapse was higher 
among younger subscriber-husbands of patients. Among married male subscrib- 
ers under the age of 45 with no children, 74 per cent of controls remained 


i7This has also been described for members of Health Insurance Plan, New York. Densen, P.M., 
Deardorff, Neva R., and Balamuth, E., Longitudinal analyses of four years of experience of a 
prepaid comprehensive medical care plan. Milbank meml. Fund q. 36:1-45, 1958. 
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members in contrast to 31 per cent of those whose wives had received a 
psychiatric consultation. 


TABLE 17-5 


PERCENTAGE OF PATIENTS AND CONTROLS RETAINING M.S. A. MEMBERSHIP 
AT DECEMBER 31, 1961, 
M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


Age of subscriber Under 45 


Number dependent children 0 1-2 3+ 
Matried male-controlSi csc «are alotrece ineneere sre 74% 72% 76% 65% 77% 78% 
Marriedimale patents) c sispesiaeceieie sensierereieies «eve 67 54 60 40 74 ame 
Subscriberehusbands of patientS.....cccececees Sil 6 SaaS 68 70 56 


It is striking that the employment stability (as reflected by retention of 
membership in a health insurance plan requiring employment in a firm of at 
least nine employees) of both employees and husbands of wives who consulted 
psychiatrists was less than that for the control population. 


This relationship of psychiatric consultation and decreased employment 
stability was not solely due to loss of employment preceding the psychiatric 
consultation in 1957 since a similar proportion of controls and patients had their 
membership cancelled during 1957. In fact, the proportion of all cancellations 
occurring during 1957 was slightly higher for controls than patients, 34 per cent 
and 33 per cent respectively.1819 


It is not possible to determine from the available M.S.A. records the 
subsequent employment status of cancellations. Further case studies would be 
required to determine this occupational history. 


Types of Psychiatric Services 


Consultation Only without Subsequent Psychotherapy 


One-sixth of all patients were seen for consultation only. Among the 31l 
patients with continuous membership between 1957 and 1961, the same propor- 
tion (16 per cent) did not return for further psychotherapy. 


18The effect of unemployment upon the mental health of the unemployed person and his family 
was described in a study of 1,003 unemployed males in Montreal during the mid-1930’s. ‘““About 
six per cent of the unemployed group were considered to reveal definitely psychoneurotic trends”’. 
“It became clear... that the mental and physical ill-health associated with unemployment is 
even more a family than an individual phenomenon...”, Marsh, L. C., Fleming, A. G., & Blackler, 
C. F., Health & Unemployment, McGill Social Research Series, No. 7, Toronto: Oxford University 
Press, 1938. 


19'Similarly a more recent Pittsburgh study demonstrated the association and contagiousness of 
health and social problems. “It is shown that the presence of a health problem in one of the 
family members is accompanied by the presence of health problems in the other family members 
more often than we would expect if health problems were randomly distributed in the population. 
The same kind of relationship also appears to be true of social problems. A basic finding is that 
healthy persons in families reporting illness had a greater risk of being known to social agencies 
for reasons of behaviour than persons in families not reporting illness.” ‘‘Further, it is found that 
the observed distribution of health problems in families is not independent of the observed 
distribution of social problems in these families. Therefore, we can conclude that, in addition to 
factors which affect the health experience of individuals in families and factors which 
independently affect the social welfare experience of individuals in families, there are factors 
which affect both jointly.’’ Hrubec, Z., The association of health and social welfare problems in 
individuals and their families. Milbank meml. Fund q. 37:251-276, 1959. 
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FIGURE I7-1 


PERCENTAGE RETAINING MEMBERSHIP AT DEC. 31,1961 
FOR MARRIED MALE CONTROLS AND PATIENTS, 
AND SUBSCRIBER HUSBANDS OF PATIENTS 

BY AGE GROUP, NUMBER OF DEPENDENT CHILDREN 
M.S.A., VANCOUVER 


MARRIED MALE PATIENTS 


SUBSCRIBER-HUSBANDS 
OF PATIENTS 


MARRIED MALE CONTROLS 


i: Ed/ Ee Zi “| Ee) SV. e 
Lis 3+ 0 ieee 3+ 


DEPENDENT CHILDREN DEPENDENT CHILDREN 
SUBSCRIBER UNDER 45 SUBSCRIBER 45+ 
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Hospitalization and Electrotherapy, 1957 


During 1957, 13 patients received electrotherapy on an out-patient basis. In 
addition, 8 per cent (N=46) of the adults were hospitalized in a psychiatric 
unit of a general hospital, or in a provincial psychiatric hospital. Data were 
not available on the number of M.S.A. members hospitalized in a public 
mental hospital or private psychiatric hospital, or who had been hospital- 
ized in provincial institutions without prior private psychiatric consultation 
during 1957. 


Among the 46 members hospitalized during 1957, the longest hospitalization 
was 86 days, and the mean stay was 38 days. The total plan expenditure for 
private psychiatric care for these 46 patients was $8,015 up to the end of 
1961. For the 29 patients with continuous membership the total expenditure was 
$5,642, a mean of $194, during the period 1957-1961. 


Continuity of Psychiatric Care for Hospitalized Patients 


Some of the patients hospitalized in the provincial psychiatric hospital had 
received out-patient electrotherapy before admission, and others were first 
seen by the psychiatrist after discharge. 


Five-sixths of the 30 patients hospitalized in the psychiatric unit of the 
general hospital were seen by psychiatrists both before and after hospitalization. 
Among patients having continuous membership between 1957 and the end of 
1961, four out of 10 patients (40 per cent) discharged from provincial psychiatric 
hospitals, and 14 out of 19 (74 per cent) patients discharged from psychiatric 
units of general hospitals were seen by private psychiatrists at some time later 
than 3 months after discharge. Continuity of care was more frequent among 
patients hospitalized in the psychiatric unit than for those hospitalized at the 
provincial psychiatric hospital. 


Duration of Psychiatric Contact 


This refers to the interval between the initial psychiatric consultation 
during 1957 and the last date of psychiatrist’s care recorded up to the end of 
1961. This interval does not necessarily represent continuous or regular psychia- 
tric care. 


Nearly one-half (45 per cent) of all patients were seen for less than one 
month by the psychiatrists. One-third (29 per cent) were seen for an interval 
longer than six months. Among the 311 patients with continuous membership 
between 1957 and the end of 1961, nearly two-fifths (38 per cent) were seen 
for intervals longer than six months. One-half of these patients seen by 
psychiatrists for intervals longer than six months had psychiatric costs 
under $200. 


Costs of Psychiatric Care 


Between 1957 and the end of 1961, members of M.S.A. were eligible to have 
up to 15 hours of psychotherapy per 12-month period paid by the Plan. This 
represents a maximum entitlement of between 60 and 75 hours of psycho- 
therapy during the 4- to 5-year period. Physicians’ payment for psychotherapy 
amounted to $13.50 per hour during 1957 to 1959, and $18.00 subsequently. 
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TABLE 17-6 


MAXIMUM DURATION’ OF RECORDED CONTACT WITH PSYCHIATRISTS, 1957-1961, 
M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


Patients with 
All Patients Continuous Membership 
during the Five Years 
ne La ee 

NUL) ggg 96 00.80 6 ODD OOtc OO Ieee 608 = 100% 311 = 100% 
_ Less than 1 month oo... eee eeeeeees 273 = 45% 125 = 40% 
ZB SOINONICIS Falaleiieleieletalele elisiielejerslele/e'e)« 81= 13% 26= 8% 
C= OMOWNS sGodadaddcsgdoonsonoe 70 = 12% 41= 13% 
To UPSROCM Cpa ganas 060005 GOOG DOr 45 = 7% 23° =3 71% 
HSEame2 4 MONTHS ecererelolsieacalelevahel ee eee e 45 = 7% 27 = 9% 
2 SE ESOP MONCINS terete site ef e erat stele cis) ore 39 = 6% 25= 8% 
SiM—"ASeMONtH Saale ae ote oda cleterele cove 31= 5% 25= 8% 
AQ 56 MONTHMSEs vere «is, 4) 4, 04.6 cia above ale sd bal 24 = 4% 19= 6% 


1 
Interval between month of initial contact in 1957 and month of last recorded contact, up to the end 
of 1961. 


The psychiatric costs recorded for patients were the total amounts paid to 
psychiatrists, and include the costs of initial consultation, hospital visits, and 
electrotherapy as well as for psychotherapy. The extent of extra-billing, and 
payments made by the patient for psychotherapy over 15 hours per year were 
not known and therefore excluded from the cost calculations. 


Over-all Costs 


One-sixth of patients did not have psychotherapy following their initial 
consultation. The majority (60 per cent) of patients had less than $100 paid by 
the Plan to psychiatrists in private practice. Less than one-tenth of the patients 
(9 per cent) cost more than $300. For the remaining 31 per cent of patients, 
the Plan spent between $100-$299. Although the entitlement for psychotherapy 
exceeded $1,350, 3 per cent of patients cost the Plan more than $500. 


The distribution of psychiatric costs varied with the membership history of 
the patients. Over one-half (N=311) of the 608 patients retained continuous 
membership between 1957 and the end of 1961; and 10 per cent of these patients 
had psychiatric costs over $300. One-tenth (N=65) of the patients cancelled 
membership during 1960 or 1961, and 22 per cent of these patients had cost the 
Plan more than $300. 


The mean Plan expenditures per patient with continuous membership from 
1957 to 1961 was $136. This amount represents the costs of private psychiatric 
care during a period of over four years. The mean costs were higher for recently 
enrolled patients than for patients enrolled more than 2-3 years, $162 and $120 
respectively. It is not known to what extent this is due to the factor of 
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Pe MOMUStES To 2 


MAXIMUM DURATION OF CONTACT WITH PSYCHIATRISTS 


PATIENTS INITIALLY SEEN DURING 1957 
M.S.A., VANCOUVER 


PATIENTS WITH CONTINUOUS 
MEMBERSHIP N=311 


ALL 
PATIENTS N=608 


MONTHS 
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recent enrolment per se, or to differences in the demographic characteristics of 
patients with varying lengths of enrolment. 


TABLE 17-7 


DISTRIBUTION OF PSYCHIATRISTS’ COSTS, 1957-61, BY MEMBERSHIP HISTORY, 
M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


| All [Under $20] $20-99 $100-199 | $200-299|] $300 + 
Length of 
Membership N %| N %|N %| N %| N %| N % 


AE Tera es eels dee sie els «se ise et 1008 = 100/194 = 16-5):268 = 447 )124°= 20 (268 = 11) 54.=9 


Continuous since: 
Defore 1955. 0.620 foe LOS = 100/26 = 14 86 = 45 AS92321 = 14 Se =13 
atterel O55 (sc .atatetucists «6 ee lS = OOK! 2 = 19 34 = 29 28 = 24 18 = 15| 16 = 14 
Cancelled’: LOS eS Oh « «aleve 232 =100' 38 = 16 | 125 = 54 37 = 16 | 23 = 10 9= 4 
19 6OsS61 rae 65 =100 8 = 12 23 = 35 L4%=e22 6= 9 14 = 22 
oa; ge 


2 
Membership may have been reinstated before December 31, 1961. 


Demographic Variation in Costs 


Three-fifths of all patients cost the Plan less than $100, one-fifth between 
$100-199, and one-fifth over $200. The distribution of psychiatric costs differed 
in the various demographic groups. A higher proportion of children had 
psychiatric costs under $100 than the total patient group. This reflects the 
absence of a child psychiatrist in private practice during 1957. Single females 
were the group having the highest proportion with costs over $200. 


TABLE 17-8 


PERSONAL CHARACTERISTICS AND PSYCHIATRIC COSTS, 1957 - 1961, 
M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


——<—<—= =] st 
Under 
Number $100 $100-199 | $200 + 
—S = i ho 

ENE) Bie ORR OROIOION! modo hee At OOOO stoieietelelehene a's (ats 608 = 100%| 60% 20% 20% 
Single male) Heretics «a Buehetebehe «i'r sxeteia hake. 01s ate 31 = 100%) 55% 16% 29% 
Single female .........4. oi Okun Oc anehe ya's) oe 37 = 100%| 49% 21% 30% 
Marriedimale tani. <1. eet 50. Oe ORIOR AOL0 NO CREO 169 = 100%} 60% 22% 18% 
WIEN ie cree « A. oi Oe OOS 7 OOIOREGIO oC eialche) «ieee 279 = 100%) 57% 22% 21% 
Working wife ......e0. JOSE RENERPRD OO ORCI © 27 = 100%} 74% 77% 19% 
Parent, solitary with dependent child ........ 8 = 100%} 50% 25% 25% 
Male cchilidi: araatetwa sretaratel ele eae trateranta vere aareranewane 26 = 100%| 66% 15% 19% 
Female child ...6.5<. Are COREL RCRCRE RCI MER <fava Slee 31 = 100%! 78% 16% 6% 


A smaller percentage of employed husbands than wife-dependents had more 
than $200 of psychiatric care, both for those with continuous or interrupted 
membership. 
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TABLE 17-9 


PSYCHIATRIC COSTS, 1957-1961, BY FAMILY STATUS AND MEMBERSHIP HISTORY, 
M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


Marital Status Membership 


] All 


N = 100% 


Under $100 
% 


$100 — $199 
To 


yes) | 


$200 + 


To 


Married male 
subscriber 


Married female 
dependent 


MLotaller:. 
Continuous 
PreGlOS Siweie aaalels chelele sueve 


ooeeeeeeese sees 


Continuous 
Since TOSS wciec eae es 


Not.continuouss..0%6 2s). « 


Otal jhivs.c 6, hetetaterele tion Tetons 


Continuous 


Pre 1955 cecccccccccveee| 


Continuous 
SING emllOS 5 wit cvccvereneheieare 


169 


m2 


38 
wo, 


279 


Li 


56 


60 


56 


50 
68 


St 


SS) 


48 


22 


25 


26 
18 


22, 


25 


Za 


18 


19 


24 
14 


21 


Di 


30 


Not continuous ......cee gE 65 19 16 


All Under $100 $100-$199 


Referral Source 


ALL REFERRALS... 


General practitioner. . 


Specialist vita sitewn dh 9 


TABLE 17-10 


PSYCHIATRIC COSTS 1957-1961, BY REFERRAL SOURCE AND MEMBERSHIP STATUS, 
M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


Membership Status 
Dec. 31, 1961 


ALL 


Active 
Dec. 31/61 


Not active 
Dec. 31/61 


Total 


Active 
Dec. 31/61 


Not active 
Dec. 31/61 


Total 


Active 
Dec. 31/61 


Not active 
Dec. 31/61 


HO Mek 
$200 + 
N = 100% 

4 % % % 
608 60 20 20 
329 54 23 23 
279 66 18 17 
463 63 19 18 
255 56 23 P24 
208 71 14 15 
145 50 24 26 
74 49 22 30 
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Psychiatric Costs by Source of Referral 


Among patients with continuous membership, a greater proportion of those 
referred by a specialist (30 per cent) had costs over $200 than did those referred 
by general practitioners (21 per cent). It is not possible to differentiate whether 
specialists referred patients with more severe illness than did general practition- 
ers, or whether the general practitioner provided continuing care subsequent to 
consultation. 


Psychiatric Costs for Patients of Individual Psychiatrists 


There was considerable variation among the psychiatrists in the costs for 
their patients. The proportion of patients with costs over $200 ranged from 7-38 
per cent for the individual psychiatrists. One psychiatrist who saw 36 patients 
had 8 per cent of his patients with more than $200 of psychiatric care, while 
another with 39 consultations had 38 per cent of his patients receive more than 
$200 of psychotherapy. Whether this reflects differences among psychiatrists in 
philosophy regarding type and duration of psychotherapy, or differences in their 
referral sources, is not known. 


TABLE 17-11 


DISTRIBUTION OF PSYCHIATRIC COSTS 1957~1961, BY PSYCHIATRIST, 
M.S.A. MEMBERS RESIDING IN METROPOLITAN VANCOUVER, 1957 


Total Number Patients with Psychiatric Costs 


of Patients 
N= 100% 


Psychiatrist 


2 
3 
4 
Pie cele susiecrerelele is'eleis oterelp) otelets 
©) esaiele cle claleisielere’e)s sieieaie eie' se 
See) oie oo o18) eilolereeleletetetetelsters sr 


10 e@oceeeeeeseeceeeeeeee ee ee eee 


11 eoeeeveeeeeeee eee eee seeee o 


12 wsccee 


Costs of Psychiatric Care among Family Members 


Psychiatric illness is not restricted to the individual, but is related to 
psychiatric disability in other members of the family.2° Among the study-popula- 
tion, 10 of the 608 patients were related, i.e., there were three spouses, two 


?°Tongitudinal data from family records of a prepaid medical care plan were used to investigate 
the influence of minor psychiatric illness in the parent upon the health of the child. ““An exces- 
sive incidence of all types of illness was found among children of psychoneurotic mothers; how- 
ever, when correction was attempted for differences in the utilization of physicians’ services, the 
only certain excess was that of behavioural and psychosomatic disorders.’”’ Buck, Carol W., and 
Laughton, Katherine B., Family patterns of illness: The effect of psychoneurosis in the parent 
upon illness in the child. Acta psychiat. scand. 34:165-175, 1959. 
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children and five parents who represented five subscribers. Another 19 of the 
patients seen during 1957 had 21 collaterals or relatives who were seen in other 
years by psychiatrists, three collaterals during 1955 and 1956, and 18 collaterals 
during 1958-1961. 


The psychiatric costs described in this study represent the costs for the 608 
individual patients who were first seen during 1957. The psychiatric costs for the 
21 collaterals of 19 patients who were seen in other years are included in the total 
medical expenses of the subscriber, but not in the psychiatric costs of the 
original patient; these costs for collaterals totalled $723 during 1955-1956, and 
$3,832 during 1958-1961. 


Utilization of Medical Services by Families of Psychiatric Patients 


Patients and families of patients with psychiatric illnesses tend to visit 
physicians more frequently and to have above average utilization of radiological 
examination, specialist consultations, surgery, office visits, and hospitalization. 
This has been demonstrated among members of Group Health Insurance, New 
York (Appendix 17-1). 


Over-all Comparison of Medical Costs 


The extent of such differences was studied for adult patients and controls 
with continuous membership between 1955 and 1961. These expenditures include 
the costs for the families of subscribers in the control group, and in the patient 
group. 


The demographic composition of these two groups differs in that the patient 
group includes a higher proportion of married subscribers (94 per cent against 
87 per cent), a higher proportion of married subscribers below the age of 45 (65 
per cent against 49 per cent), and a higher proportion of married persons with 
dependent children (83 per cent against 62 per cent). 


The mean expenditures during the two years prior to psychiatric consulta- 
tion, 1955-1956, were $187 for the families of patients (N=179) and $126 for 
those of controls (N=225). This difference may have been due to the larger 
number of members represented by the families of patients, or the fact that the 
patient group was selected on the basis of having visited a physician during 1957 
and having been referred to a specialist.21 One would expect that the previous 
medical costs of patients seeing physicians during a particular year would be 
higher than a random group of controls, since the random group of controls 
would have an estimated 40 per cent of individuals who had not visited a 
physician during the particular year, and who would have had a “below 
average” utilization of physician services in the previous two years.22.23 Finally 


71In 1959 M.S.A. received no claims for 26 per cent of its employee-members, and none for 50 
per cent of the members’ dependents. 


Fach year it is found that 4% of the HIP members account for 25% of the total volume 
of physician services and that 12% account for 50% of all services...when groups of individuals 
are followed for several years, the average experience of a group that initially has a 
high utilization decreases somewhat but remains comparatively high... To what extent does the 
group of persistent high utilizers consist of the chronically ill, those subject to repeated attacks 
of minor illnesses, the anxious and dependent?” “...persons in the Plan for a comparatively 
long time were more likely to continue as high utilizers than were more recent enrolees.”’ Densen, 
P. M., et al., Concerning high and low utilizers of service in a medical care plan, and the per- 
sistence of utilization levels over a three-year period. Milbank meml. Fund q. 37:217-250, 1959. 


*3"In general, the data point to an increased liability to medically treated illness among those 
who were ill from some other cause in a previous month...” Smiley, J. R., et. al., A short-term 
longitudinal morbidity investigation. Milbank meml. Fund q. 33:213-229, 1955. 
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there is the possibility of higher utilization of physician services of patients prior 
to referral to a psychiatrist. 


Comparison of Medical Costs of Matched Groups, 1955-56 and 1960-61 


These difficulties in interpretation were reduced by selecting a sub-group 
of patients and controls with similar demographic characteristics, and 
deleting controls who had less than $9 expended by the Plan during 1957. 


The patient sub-group consisted of dependent wives who had consulted 
psychiatrists during 1957, whose husbands were below the age of 45, and who 
had 1 or 2 children below the age of 18 in 1957. From the control group with the 
same demographic characteristics matches were made on the basis of having the 
same membership history. 


TABLE 17-12 


M.S.A EXPENDITURES, 1955—56 AND 1960-61, 
MATCHED! GROUPS OF 31 FAMILIES 


Control 


Families with 


Wives who hed 5 evpet es ABS, Difference 
pa capes aay lpa Medical Services 
during 1957 
1955—1956 $191 $ 92 $99 + 37 
1960—1961 248 230 18 + 45 


1M.S.A. subscribers with employee husband below 45 years, 1—2 children below 18 in 1957 of simi- 
lar length of enrolment before 1955, matched for number of children and enrolment. 


For the two years prior to psychiatric consultation the patients’ families had 
an average medical expenditure double that of the controls, $191—against $92. 
The mean difference was $99+$37 (t=2.7, df=30, p=—0.01). Thus, the families of 
patients seeing psychiatrists during 1957 had medical costs during the two 
previous years which were significantly higher than those of control families for 
whom some physicians had been seen during 1957. 


The Plan expenditures for the two family groups of 31 subscribers were 
compared for the years 1960-1961. (The number of dependent children in each 
group at the end of 1961 was not known.) The mean expenditures were $248 for 
the families of patients and $230 for the families of controls. The mean difference 
was $18+$45 and was not statistically significant. The expenditures of the 
families of patients were higher but not significantly different from those of 
controls during 1960-1961.74 


It is not possible to “prove” that this reduction of increased medical 
expenditure was caused by the psychiatrist, since evidence from a different type 
of experimental design would be necessary, namely from a formal clinical 
trial, or control group of patients requiring but not receiving psychiatric care. 


24'The higher expenditures of controls in 1960-1961 against 1955-1956 are in part due to increases 
in Fee Schedule rates and decreases in deductions for administrative expense, as well as increased 
utilization. 
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Conclusions 


(i) The annual rate of referral for psychiatric consultation was estimated as 
0.4 per cent for adult members. Demographic differences in consultation rates 
were marked. Higher rates were found in wives than husbands, younger 
members than older, younger parents with children than without, and working 
wives than non-working wives. Psychiatric consultation was not more frequent 
among single employees than married. Recently enrolled members did not have 
higher consultation rates than members of longer duration. 


(ii) Cancellation of Plan membership, which is one indication of occupa- 
tional instability, was more frequent in patients than controls. Patients, whose 
membership in the Plan was cancelled, were less likely to be reinstated than 
controls. Employment stability was reduced not only in employed patients, but 
among the employed husbands of patients. 


(iii) One-sixth of patients, eligible for over four years of psychiatric care, 
were not seen after consultation. Less than one-twelfth of the patients were 
hospitalized. The mean psychiatrists’ cost of those hospitalized members, with 
continuous membership over four years, was $194. 


Continuity of psychiatrists’ care was more frequent among patients hospital- 
ized in psychiatric units of general hospitals than for those hospitalized at the 
provincial psychiatric hospital. 


(iv) Nearly one-half of all patients were not seen beyond one month. Among 
patients with continuous membership, one-half were seen longer than six 
months, and their median costs were under $200. Mean psychiatric costs for 
patients with continuous membership were $136. Less than one-tenth of all 
patients cost the Plan more than $300 for psychiatric care. Costs were higher for 
single females, and for patients referred by specialists. 


(v) There was wide variation in costs among psychiatrists. The proportion 
of patients with costs over $200 ranged from 7 to 39 per cent for the individual 
psychiatrists. 


(vi) Less than 5 per cent of the patients seen had other family members 
receiving psychiatric care. 


(vii) Medical costs for families of patients were double those for the 
families of controls during the two-year period prior to the year of psychiatric 
consultation. In the period three to four years subsequent to the year of 
psychiatric consultation the family medical costs of patients were not significant- 
ly higher than those for controls. 


CHAPTER 18 


EXPERIENCE WITH PSYCHIATRIC ILLNESS IN 
THREE OTHER CANADIAN INSURANCE PLANS 


This chapter describes various experiences with psychiatric illness in 
three other Canadian insurance plans. Attempts are made to answer questions 
relating to the nature of excess medical expenditures in the period preceding 
psychiatric consultation, the recognition of psychiatric illness by family physi- 
cians, trends in the utilization of insured psychiatric care, and to estimate the 
amount of psychiatrists’ care which might be utilized in the future. 


CREDIT UNION AND CO-OPERATIVE HEALTH 
SERVICES SOCIETY, VANCOUVER 


Introduction 


Purpose of Study 


The objective of this analysis was to determine the nature of the increased 
utilization of medical services during the period preceding psychiatric consulta- 
tion. In Chapter 17 medical costs had been considered for the family-unit rather 
than for the patient. No details had been studied of the types of medical 
services or the kind of diagnoses made by the family physicians. 


Description of Plan 


Credit Union and Co-operative Health Services Society (C. U. & C.) is a 
prepaid medical insurance plan which is approved by the Canadian Medical 
Association, B.C. Division. Physicians’ payment is based on the fee-schedule 
prepared by the Canadian Medical Association, B.C. Division. Membership in 
C.U.&C. is available to individuals or any group of persons in British 
Columbia. The agreement may be made with an employer on behalf of his 
employees, with a union or with duly elected or appointed representatives of 
a group of people. A minimum of 3 persons is required to form a group, and 
for groups numbering less than ten, 100 per cent participation of eligible 
members is required. Where there are more than ten persons in the group, 75 
per cent participation of eligible members is required. In 1962, there were 
77,000 members enrolled through group coverage. 


Costs of Psychiatrists’ Care 


During the 12 months ending December 15, 1962, persons with group 
membership were eligible for up to 15 hours of psychotherapy. Of the total 
expenditure of $2,559,000, 1.8 per cent was paid to psychiatrists in private 
practice. Less than 2.5 per cent of the psychiatrists’ costs was for hospital care. 
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Method 


C.U. & C. personnel! were asked for the original physician statements 
submitted during the period January 1, 1960—November 30, 1962, for a patient 
and a control group of 40 married women. Married women were selected since 
they form the major portion of private psychiatric practice. The patient group 
was selected from those members receiving psychotherapy during October- 
November 1962, who had enrolled in the Plan before January 1, 1960. These 
patients were being seen by various psychiatrists in Metropolitan Vancouver and 
Victoria. The control group was chosen from the membership list at December 1, 
1962, on the basis of being the married woman whose enrolment date was closest 
to that of the patient. Both the patient and control groups included members 
residing throughout the Province. 


The initial groups were made more homogeneous for the purpose of 
comparing their utilization of medical services. Six patients and eight controls, 
who were born before 1910, were deleted as well as one patient with interrupted 
membership during 1960-61, and four patients who had begun psychiatric care 
before 1962. Three controls were randomly selected and deleted, to result in two 
groups of 29 patients and controls. The composition of these two groups did not 
differ significantly in terms of decade of birth or number of dependent children 
at the start of 1960. 


Medical Costs of Psychiatric Patients during the 
Two Years Preceding Psychiatric Consultation 
Distribution of Costs 


Each of the patients and controls in the study population had visited a 
physician during 1962. Four patients and one control had not visited a physician 
during the period 1960-1961. 


TABLE 18-1 


TYPE AND MEAN COST OF PHYSICIAN SERVICES, 1960-61, 
SAMPLE OF C.U. & C. MARRIED FEMALE MEMBERS 


Psychiatric Patients Controls 

N = 29 N = 29 

Motalereeatstetene siete chaps clelersteReneloterent net Nekercve e cets eles $106.90 $80.22 
Hospital care: 

Pregnancy eareteverciele «ets elahelaielate e! cfeiete« clele.eielerene 6.21 28.72 

Other he ieverete a oniiare eile a tatenaiet thet stebeteleuellelelatlel'ehcfelellslie.« 18.97 6.02 


Non-hospital care: 
Office and home visits, specialist consultation, 


Laborator Vira -leyarcketdyeheishen ciekelay shatekeleh level ockellesyavous ie 81.72 45-48 


The statements submitted by physicians included information on the date, 
nature, and costs of the services, and the diagnosis. These data were analyzed by 
the author. The costs of hospital care for pregnancy were separated from other 
hospital care. The remaining costs included the costs of office and home visits, 
consultation by specialists and out-patient laboratory examinations. 


1The full co-operation of Mr. A. H. Corsbie (President) is acknowledged. 
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The patients had a lower number of pregnancies and therefore lower costs 
for pregnancy than the controls. The mean costs of hospital care for other 
conditions were three times higher for patients, and medical costs outside 
hospital were 80 per cent higher. 


Costs of Non-Hospital Care 


In order to estimate the statistical significance of the difference in the costs 
of ambulant care, the patients and controls were matched on the basis of age. No 
matched pairs were more than 3 years apart. The differences in the costs of 
out-patient care of the matched pairs and the mean and standard error of that 
difference were calculated. The mean difference of $36.24 in the costs of 
out-patient care was statistically significant (t=2.1, .df=27, p=<.01). 


During the two-year period prior to psychiatric consultation, the costs for 
non-hospital care by physicians and for laboratory examinations were on the 
average $36 or 80 per cent higher for married women receiving psychiatric 
treatment than for a control group. 


Radiology 


Eleven controls had X-ray examinations costing a total of $240 during the 
two-year period. For the 29 women in the control group, this represented a mean 
cost of $8.30. Fourteen of the patients had X-ray examinations costing $370 
during the two-year period. For the 29 patients this represented a mean cost of 
$12.80. On the average, more of the psychiatric patients had X-ray examina- 
tions, and the mean cost per examination was higher. 


Medical Care in Hospital 


Two of the controls were hospitalized during the two-year period; one 
patient for paroxysmal tachycardia, and another for surgical removal of a 
lipoma. C.U. & C. expenditures for medical care during these hospitalizations 
totalled $193. 


Four of the 29 patients were hospitalized. The recorded diagnoses were 
“back injury”, hemorrhoidectomy, “surgical incision of a lump in the breast”’, 
and the fourth patient (aged 24) had a cholecystectomy. The Plan expenditures 
totalled $555. 


Pregnancy 


The women of each group were of similar ages and had a similar number of 
children under the age of 18 at the beginning of 1960. During 1960-1961 two of 
the patients and nine of the controls were recorded as being pregnant. 


Because of the small sample size the proportion of women recorded as 
pregnant during 1960-1961 is not significantly different in the two groups. 
However, this relationship deserves further study to determine whether 
in larger samples the difference in fertility persists. Interpretation of such dif- 
ferences would include considerations of factors in the psychological and social 
environment, the recognition of psychiatric disability and the referral process. 
Is it more feasible for a woman without infants to attend psychiatrists? Does 


2One of the pregnant controls was recorded as having an acute anxiety state 8 months prior to 
delivery. 
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motherhood reduce psychiatric symptomatology? Does anxiety inhibit the phys- 
iological processes involved in conception, or do wives attending psychiatrists 
have such family constellations and relationships that induce them to avoid 
pregnancy? 


Recognition of Psychiatric Illness by Family Physicians 


Diagnoses Recorded by Family Physicians prior to Psychiatric Referral 


The diagnoses recorded by family physicians during the two years prior to 
the year of psychiatric referral were examined. Definite diagnoses of psychiatric 
illnesses had been made for nine of the 29 patients.? Psychiatric symptoms had 
been recorded for five other women, and hypothyroidism for another three. The 
remaining 12 had no recorded indication of psychiatric disability. 


The interval between the recording of a psychiatric diagnosis by the family 
physician and the time of psychiatric consultation ranged from 3-31 months, with 
a median of 23 months. 


Altogether four of the psychiatric patients were diagnosed as hypothyroid. 
None of the 29 controls were diagnosed as hypothyroid during the two-year 
period. 


Of the remaining 12 patients four were not recorded as having seen a 
physician during 1960-1961. The diagnoses made by the psychiatrist in 1962 
for these four patients were: 


Anxiety state; 

Anxiety reaction; 

Depressive reaction; and 
Neurotic depressive reaction. 


Among the eight patients who had seen a physician during 1960-1961, but for 
whom no diagnoses of psychiatric illnesses or symptoms, or hypothyroidism 
had been recorded, the diagnoses made subsequently by psychiatrists were: 


Depressive reaction; 

Tension state; 

Anxiety state; 

Mixed anxiety and depression; 

Adult situational reaction with depression; 
Severe depressive reaction; 

Recurrent depressive reaction; and 
Depressive reaction. 


Frequency of Recorded Psychiatric Illness among Married Women 


The diagnoses for the 29 women in the “control” group were similarly 
analyzed. Definite diagnoses of psychiatric illnesses were recorded for six 
controls: tension state, emotional crises; anxiety neurosis; fibrocystic breast; 
anxiety, chest pain NYD; tension state; tension syndrome; acute anxiety state. 


3For the 4 patients deleted from the original study because of psychiatric consultation before 
1962, two had had prior psychiatric diagnoses recorded by their family physician within 1 and 19 
months respectively of psychiatric consultation. The third had a diagnosis of “hyperthyroidism” 
20 months earlier, and the fourth was diagnosed as “chronic fatigue’’ 22 months earlier. 
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An additional three patients had diagnoses recorded of: tiredness and 
extrasystoles; neurodermatitis; and eczema. 


It is emphasized that this group of 29 married women were randomly 
selected,* and the diagnoses were those recorded by the physician over a two- 
year period. It is felt that the number of patients recorded as having psychiatric 
illness is less than the number recognized by the physician. 


On the basis of this randomly selected sample, it is estimated that one-fifth 
(C.L..95=8-40%) of married women (below the age of 51, with over two years 
of continuous membership in the Plan) were diagnosed by family physicians as 
having some definite psychiatric illness during a two-year period. This does not 
necessarily indicate that this is the proportion requiring care by psychiatrists, 
but it is felt to be a minimum estimate of the high frequency of emotional or 
psychiatric illness.® 


The Care of Psychiatric Illness by Family Physicians 


It is evident that family physicians are not unaware of emotional or 
psychological problems. On the other hand it is probably true that Clute’s 
observation is valid.® 


“Extremely rare was the physician who attempted to gain a clear picture of the 
particular situation and to explore the underlying causes in more than the most 
superficial way. Therapy comprised sedative drugs and brief direct advice.” 


This “superficial” handling is reflected by the higher costs among psychiatric 
patients for physician visits and laboratory procedures. Although not all patients 
with psychiatric symptoms require the immediate (or even eventual) care of a 
psychiatrist, there is a considerable delay between the recognition of a psychia- 
tric illness and the referral to a psychiatrist. In the interval, the patient is likely 
to be over-utilizing the services of physicians, laboratories and pharmacists.”'§ 
The net costs of psychiatric care are the gross costs for psychiatric care minus 
the reduction in the amount previously spent in over-utilized health services. 


Of the 11 controls excluded from the study-population three had recorded diagnoses of 
psychiatric syndromes, and one had psychiatric symptoms. 


5An unpublished study of Windsor Medical Service subscribers by Hobbs, G. E., and Buck, 
Carol, was cited as demonstrating that nearly one-fifth of the members had illnesses given a 
definite psychiatric diagnosis during a five-year period. 

LeRiche, H., A Sample Study on the Participants of a Canadian Pre-Payment Medical Care 
Plan, Toronto: Physicians Services Inc., 1957. 


SClute, K. F., The General Practitioner, Toronto: University of Toronto Press, 1962, p. 306. 


7There is some evidence from a pilot survey, “that the higher the price of a tranquilizer the 
more it is prescribed.’ Wilson, C. W. M., et al., The assessment of prescribing: A study in 
operational research, pp. 173-207 in Problems and Progress in Medical Care, McLachlan, G. 
(Editor), published for the Nuffield Provincial Hospitals Trust by the Oxford University Press, 
1964. 


®Logan describes a recent British survey of 19 practices, with a combined population of 45,000 
patients, over two sample weeks. Functional and nervous complaints formed the leading 
diagnostic groups; 9% of the total 9,405 patient visits; and over 11% of the patients receiving 
prescriptions. 

There was also a high positive correlation (correlation coefficient + 0.68) between the number 
of patients and the average cost of prescribing for psychoneurosis among the individual physicians. 
Logan, R.F.L., Studies in the spectrum of medical care, pp. 3-51 in Problems and Progress in 
Medical Care, op. cit. 
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These over-utilized health services of frequent physician-visits, laboratory 
examinations and drugs are the masked costs of psychiatric illness, and are of 
little specific help. 


Clute notes: 


“It appeared that, apart from advice about physical matters, a clergyman or a lawyer, 
if he had been as well disposed as was the doctor and if he had as many years of 
experience with human problems, would have been able to counsel as effectively as 
most of the practitioners, and some psychiatric social workers are probably a good 
deal more effective at this.’’® 


Conclusions 


(i) The medical costs among married women receiving psychiatrists’ care 
were higher than a control group during the two years preceding initial 
consultation. 


(ii) These higher costs were due to increased amounts of hospitalization, 
radiology and laboratory examinations. 


(iii) Nearly one-half of the women referred to a psychiatrist had been 
given a definite diagnosis of psychiatric illness or symptoms some time preceding 
referral. The median interval for such diagnoses was 23 months. 


(iv) One-fifth of a control group of married women had been given definite 
diagnoses of psychiatric illness by their family physicians during a two-year 
interval. 


®Clute, K. F., op. cit., p. 306. 
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MEDICAL SERVICES (ALBERTA) INC. 
Introduction 


Medical Services (Alberta) Incorporated (MS(A)I), a member plan of 
Trans-Canada Medical Plans, provides prepaid health insurance in Alberta. 
Group membership was available to employees (and employers) of firms with 
three or more employees and to the membership of associations such as the 
Farmers’ Union of Alberta, rural electrification systems, rural telephone mutuals, 
members of municipal hospital districts. Individual membership was also 
possible. During 1961, 38 per cent of Alberta’s population were members of 
MS(A)I. Higher proportions of enrolment were found in households within 
Metropolitan Edmonton (57 per cent) and Calgary (54 per cent). 


MS(A)I had led other members of Trans-Canada Medical Plans in progres- 
sively extending its benefits for psychiatric care. Special tabulations on various 
aspects of MS(A)I’s experience, requested by the author, were supplied through 
the full co-operation of W. G. McPhail, M.D. (Medical Director). The following 
analyses are based in large part upon these tabulations. 


Payment for Psychiatrists’ Care 


Progress in extending psychiatric benefits were described as follows: 


“In January, 1958, the services of psychiatrists became available as a benefit to the 
entire membership of the Corporation. During 1958 and 1959 the Schedule of Fees of 
the College of Physicians and Surgeons of Alberta (on which MS(A)I bases its 
payments) imposed a ceiling of $200.00 per course of psychotherapy treatment, and 
this undoubtedly had the effect of keeping MS(A)I costs down—although presumably 
the psychiatrists billed the subscribers directly for costs in excess of $200.00. 

“In January 1960, the $200 limit was removed from the Schedule and the fee listed 
for psychotherapy was increased from $12 per hour to $15 per nour. 

“At the present time...there is no fixed financial limitation governing this benefit; 
the subscribing member is required to obtain a “progress report” from his attending 
psychiatrist when cost exceeds $500. The report is mailed by the psychiatrist direct to 
MS(A)I where it may be studied by a psychiatric consultant to determine if further 
expenditures by the Corporation appear justified.’’10 


There is an informal arrangement whereby patients are advised by the 
psychiatrist that amounts over $1,000 per contract year will be the patient’s 
personal responsibility. 


In contrast with M.S.A., payment was made for continuing psychotherapy 
for self-referred patients, that is, those not referred by a physician.!? For initial 
consultations of referred patients, psychiatrists were paid at the rate of $25 if not 
followed by treatment, and $15 if followed by treatment. For first visits by 
unreferred patients psychiatrists were paid at the rate of $15. Subsequent office 


10Medical Services (Alberta) Inc., A Study of Certain Aspects of Psychiatric Benefits as 
Underwritten by Medical Services (Alberta) Incorporated, tabulations prepared for the Royal 
Commission on Health Services, November 1962. 


4Appendix 16-1. 


122Members enrolled on an individual basis had a one-year waiting period for psychotherapy. A 
patient receiving continuing psychotherapy could enrol as an individual member, and after a 
waiting period of 1 year have up to $1,000 per year paid by MS(A)I for psychotherapy. 
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visits for psychotherapy were paid at the rate of $15 per hour for both referred 
and unreferred patients. 


Payment to Family Physicians for the Care of Psychiatric Illnesses 


During 1960, 33.12 services per 1,000 member-years were provided by 
psychiatrists for members of MS(A)I. This represented a total of 14,440 services. 
In addition, another 52,000 services for psychiatric illnesses were provided by 
physicians who were not psychiatrists. These 52,000 services are a minimum 
number based only on those services for which the physician had recorded a 
definite psychiatric diagnosis on his statement submitted to the Plan. 


Only one-fifth of the services for diagnoses recorded as psychiatric illnesses 
was made by psychiatrists. Payment to psychiatrists was 45 per cent of the 
expenditures for services for psychiatric diagnoses. The mean cost per service by 
a psychiatrist was $11.40, and $3.80 by a non-psychiatrist. Psychiatrists’ services 
averaged 45 minutes per visit for psychotherapy and included some 2,700 
consultations. 


The average cost per psychiatrist’s service was three times that for the 
non-psychiatrist. If the average office visit for general practitioners lasted 15 
minutes, the cost per hour was not higher for psychiatrists than for general 
practitioners. If the average visit for general practitioners lasted less than 15 
minutes, the psychiatrists would have been paid at a lower rate. 


Costs of Medical Care for Psychoneuroses 


For the latter half of 1961, data were available on the costs for psycho- 
neurosis among various demographic groups!*? based on diagnoses recorded on 
physicians’ statements submitted to MS(A)I. Costs were higher for females than 
for males, and for both sexes were highest in the 25-44 age group. For members 
aged 25-44 the Plan expenditure for diagnoses recorded as psychoneurosis were 
$1.87 per member-year for females and $1.06 for males. These costs included 
services for psychoneuroses by both psychiatrists and non-psychiatrists. Because 
of differences in the total medical costs for males and females, the proportion 
of expenditure for psychoneuroses was similar in each group, 5.0 per cent for 
females and 5.6 per cent for males. 


Trends in Utilization of Psychiatrists’ Care, 1958-1962 


The rates in Table 18-3 are based on the entire Alberta membership and 
would be higher if based on a denominator of the members living in the 
metropolitan areas where private psychiatrists were concentrated.14 


18Medical Services (Alberta) Inc., A Study of MS(A)I Costs by Diagnosis, by Sex and Age 
Groupings, (July 1 to Dec. 31, 1961), tabulations prepared for the Royal Commission on Health 
Services, November 1962. 


4In January 1962, there were 18 private psychiatrists in Alberta: 8 in Calgary; 10 in Edmonton, 
6 full time, 4 half time. 2 

Alberta Psychiatric Association, brief submitted to the Royal Commission on Health Services, 
Edmonton, February 1962. 
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TABLE 18-3 


NUMBER AND COST! OF PSYCHIATRISTS’ SERVICES, PER THOUSAND 
MEMBER-YE ARS,” 1958—1962, 
MEDICAL SERVICES ALBERTA INCORPORATED 


1958 1959 1960 1961 


6.12 
$87.36 | $101.28 


1962 
(6 months) 


Initial consultation’ 
Number’ per 1,000% i. .iecrs ois cele es 
Costiper tl, O00), soeitae cietete arctats: cvarete 


3.60 
$53.52 


6.24 7.56 
$103.56 | $129.60 


Psychotherapy 
Number of services‘ per 1,000.....| 31.20 
Cost peril), OO0N a. aisle «eles eres|mbooess 


26.52 | 21.60 
204.84 226.44 


25.32 40.56 
269.64 | 404.16 


Other treatments’ 
Number per 1,000). 2.60 ce ee ese 7.80 
Gost"per’ 1, 000M eee cots «come erere 50.88 


5.40 5.40 3.12 SoZ 
36.24 36.96 22.20 22.32 


All psychiatrists’ services 
Total cost per 1,000 
MEMbeT=yiSaTS erect coke stele efelerke oferetet | NCO Se Oe 


328.56 364.80 395.40 | 555.84 


All MS (A) I expenditures 


Total cost per member-year........ 20.64 22.48 24.85 26.15 = 


Psychiatrists’ services 


Per cent of all expenditures....... 1.42% 1.46% 1.47% 1.51% - 


Mid-year enrolment 


(thodsands) o...ssccosccecccesees [294 386 436 481 500 


10.20 13.50 13.50 13.50 


Payment for psychotherapy-hour...... 9.75 


Mean duration (minutes) 


of psychotherapy service ......0. SY/38 47.5 46.6 47.3 44.3 


P fo) 1 
Ratio= sychotherapy services 


initial consultations,.......... 8.67 4.80 3.53 4.06 5.36 


Minutes for psychotherapy 


Rati o-cCnsultatione, nent TRC RC CH RC EOI Needs: 


228 164 192 237 
Estimated annual services 
by psychiatrists 

Psychotherapy hours per year...... 


8,100 7,300 9,600 15,000 
Total number of consultations...... 


2,130 2,670 3,000 3,780 


lixpended by plan. 

Represents the equivalent of continuous membership for 1 year by 1,000 members. These rates, based 
on the entire membership, would be higher for members living in metropolitan areas. 

5Includes unreferred cases. 

“P sy chotherapy service is. one visit of varying duration. 

5Electrotherapy and miscellaneous procedures. 


Source: Medical Services (Alberta) Inc., brief submitted to the Royal Commission on Health Services, 
Edmonton: February 1962, and A Study of Certain Aspects of Psychiatric Benefits, op. cit. 


Initial Consultation 


The annual rate of psychiatric consultation more than doubled between 
1958 and the first half of 1962, 3.6 to 7.6 per 1,000 members. 
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Psychotherapy 


The frequency of office visits for psychotherapy declined from 31.2 in 1958 to 
21.6 per 1,000 members-years in 1960 and then increased to 40.6 per 1,000 
members by the first half of 1962. 


Associated with the initial decline in the frequency of office visits for 
psychotherapy were two factors: an increase in the enrolment from 294 
thousand in 1958 to 436 thousand in 1960; and a change in the average pattern 
of practice of psychiatrists (which may have been caused by changes in the 
psychiatrists practising in 1958 or by the addition of more psychiatrists). These 
changes between 1958 and 1960 included: the mean duration of psychotherapy 
increasing from 37 minutes to 47 minutes and an increase in the number of 
consultations from 1 to 2.7 thousand. Between 1958 and the first half of 1962, 
the total time for psychotherapy increased less than the number of consultations. 


An average office visit for psychotherapy lasted about three-quarters of an 
hour. The average ratio of psychotherapy time per consultation ranged between 
164 minutes per consultation to 323. If the period of psychotherapy were becom- 
ing prolonged during 1958-1962, one would expect a greater proportion of the 
psychiatrist’s time to have been spent in psychotherapy, thus reducing the 
amount of time available for consultation. In such a case the ratio of psycho- 
therapy services or minutes to consultations would increase due to the numerator 
increasing and denominator decreasing. This did not occur. 


Electrotherapy 


Electrotherapy formed the majority of “other” treatments, which decreased 
consistently from 7.8 per thousand in 1958 to 3.1 per thousand in 1962. 


Psychiatrists’ Portion of Expenditures 


Despite the marked changes in utilization the psychiatrists’ portion of all 
expenditures changed less than .10 per cent from 1.42 per cent in 1958 to 1.51 
per cent in 1961. 


Similar findings were reported from the Tennessee Hospital Service Associa- 
tion— 
“... although dollar claims for psychiatric care more than doubled over the five years, 
payments for psychiatric care tended to remain a fairly constant proportion. ..of total 
major medical insurance payments.’’15 


Rate of Initial Psychiatric Consultation and Psychotherapy, 1961-62 


This estimate is based on the experience of a 10 per cent sample of 
unduplicated members during July 1961-June 1962. The annual frequency of 
psychiatric consultation among males was 0.6 per cent for all age groups, and 
between 0.8-1.1 per cent for adults. For females the over-all frequency was 0.9 
per cent, and for adults the frequency ranged from 1.0 to 1.4 per cent. 


The over-all frequency of males receiving psychotherapy was nearly 0.7 per 
cent, the highest frequency being 1.4 per cent among those aged 25-44. For 
females the over-all rate of psychotherapy was 1.1 per cent, the highest fre- 
quency being 2.1 per cent for females aged 25-44. 


148Holen, Arlene, and Brewster, Agnes W., Utilization and costs of psychiatric services under a 
broad insurance program. Psychiatric Studies and Projects, 3(1) :1-8, Jan. 1965. 
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Rate and Costs of Psychiatrists’ Care 


While 395 individuals among this 10 per cent sample of the membership 
received an initial consultation during the year, there were 453 individuals 
receiving psychotherapy during the year. Some of the patients receiving psy- 
chotherapy were continuing in therapy from previous years, while others had 
begun during the year. On the other hand, not all of the patients receiving an 
initial consultation during the year continued in psychotherapy. 


The proportion of the membership receiving psychotherapy at any time 
during the year was higher than the proportion receiving an initial consultation. 
The one year prevalence of psychotherapy by private psychiatrists during the 
year is estimated as 0.7 per cent for male members and 1.1 per cent for females. 
Over 2 per cent of females aged 25-44 received psychotherapy during the year. 


In some demographic groups more persons received consultations than 
psychotherapy during the year, while in others the reverse occurred. Minimum 
estimates of the frequency of attendance at a psychiatrist can be made by using 
as the numerator for each demographic group the larger number of those 
receiving initial consultation or psychotherapy during the year. 


TABLE 18-5 


MINIMUM ESTIMATE OF RATE OF PSYCHIATRIST ATTENDANCE PER YEAR, 
10 PER CENT SAMPLE OF MS(A)I MEMBERS, 
JULY 1, 1961 — JUNE 30, 1962 


Females 


Winder U5sviearSs Gerace enereienayete ic, che) spare vere 0.2% 0.2% 
US =GARViGAESIE® <teis eicielalededelale <’e eleisiaa «ie 1.6 1.4 
GSMANGHIOVEr ee are se aieha sia e caverta eels 1.1 iba 


Source: Medical Services (Alberta) Inc., A Study of Certain Aspects of Psychiatric Benefits, op cit. 


The costs for psychiatric care are found in Table 18-4. The over-all costs per 
member-year were 54¢ and were higher for women (63¢) than men (44¢). Costs 
were lowest for children (09¢) and highest for those aged 25-44 ($1.07). Females 
aged 25-44, who had the highest frequency of consultation and psychotherapy, 
had the highest costs, $1.26 per member-year. 


Estimate of Future Utilization 


Utilization of Psychiatrists’ Time, 1962 


It is possible to convert the preceding data into a ratio giving the numerical 
relationship between one psychiatrist and the size of the population to which he 
provided private psychiatric care. 


During the first half of 1962, an annual equivalent of 15 thousand hours of 
psychotherapy and 3.8 thousand consultations were utilized by a total member- 
ship of over 500,000. Assuming that a consultation lasted one hour, this totals 
19.3 thousand hours per year. On the basis of a psychiatrist working 40 hours a 
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week during 50 weeks of the year, MS(A)I members used the equivalent of 10 
full-time private psychiatrists for out-patient psychotherapy and initial consul- 
tations. Since the patients seen were mainly those living in the metropolitan 
area, the ratio of psychiatrists to population is estimated as one private psychi- 
atrist to less than 50,000 population. 


More detailed analyses may be made by converting the age-sex specific 
costs of psychiatric care in Table 18-4 into psychiatrists’ hours per 1,000 
members of various age groups. 


TABLE 18-6 


UTILIZATION OF PRIVATE PSYCHIATRISTS’ TIME, HOURS PER 1,000 MEMBER- 
YEARS, MS(A)I, 1961-62 


AMT AGE Siary alae ier aiece eneterererelcneie «/elstancnenens ay Johar setlatedel oa. e'etore 40.1 hours 
ON.) KEYS alacimiciaeidid Ain. aiding obicdioxt ale dlditnaic cadan gag oboe 6.5 hours 
15-24 years wi. << « clases se cleleisis Hea cod COA e clue otala é sate 43.8 hours 
25s4 4) y CALs q aisluiapelere's ie elepers)e © aheleye apabepaiey aia) eireLahareiesre Xe ares 79.1 hours 
45°64 years ccc eecceens alk eteliele, slalielejie; els alc.sie siela,clele slajeiete 44.2 hours 
(EYES Hoodman avavelelelelouelalenetelal'clelevelaiel alivanele) siete oarairek< afetala leita 17.3 hours 
MaLSSiaarevelalers shay aisle eianefererelelsiapeleteietere’alekels cop doaaedcons 32.9 hours 
Females..... epee ekeielaueiiejesaLehaieldieraleheieie cals siersis sole aus level ele 47.2 hours 


Source: Table 18-3. 


These ratios relate to the amount of private psychiatrists’ time utilized for 
consultation, psychotherapy, and care in psychiatric units of general hospitals. It 
is noteworthy that the lowest ratios were spent with the young and the aged. The 
ratio of 6.5 hours per 1,000 children is equivalent to one psychiatrist per 308,000 
children which is one-fifteenth the ratio of one child psychiatrist to about 20,000 
children recommended by the Committee on Child Psychiatry, Canadian Psy- 
chiatric Association.1®6 (The amount of additional care available from Alberta 
psychiatrists in Child Guidance Clinics, etc., is unknown.) 


The highest ratio was with members aged 25-44 years, who had 79.1 hours 
per 1,000. Within this age group, females used 93.6 hours per 1,000 members. 


Estimate of Future Use 


It is difficult to predict the extent of future utilization on the basis of the 
above data which relate to an insufficient!7,18 number of psychiatrists providing 
services to a population of unknown!® size. However, estimates might be made. 


146Canadian Psychiatric Association, brief submitted to the Royal Commission on Health 
Services, op. cit., Appendix 15. 


7Alberta Division of the Canadian Mental Health Association, brief submitted to the Royal 
Commission on Health Services, Edmonton, February 1962. 


18Alberta Psychiatric Association, brief submitted to the Royal Commission on Health Serv- 
ices, Edmonton, February 1962. 


The fact that the MS(A)I rates are based on the entire membership, and not only on those 
living in areas close to Calgary and Edmonton (where the private psychiatrists were) is again 
emphasized. 
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FNGUIRIES 8S 


UTILIZATION OF PRIVATE PSYCHIATRISTS’ TIME 


MS (A) | SAMPLE, 1961-62 


HOURS BY AGE GROUP HOURS 
PER 1,000 MEMBER PER 1,000 MEMBER 
YEARS YEARS 


80 80 


UNDER !5 15-24 25-44 45-64 
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On the basis of a 1961 survey of the geographical distribution?® of MS(A)I 
members it is estimated that there were 332 thousand members living within 
Metropolitan Calgary and Edmonton. If it is assumed that 85 per cent of the 
psychiatrists’ time had been spent with patients from Calgary and Edmonton, it 
is estimated that an increase of 25 per cent to the utilization shown in Table 18-6 
would approximate the utilization of psychiatrists’ time by metropolitan area 
members. 


An estimate of future utilization may be based upon the following 
assumptions: 


—The 1961-62 patterns of practice regarding patient load, patterns of 
practice and referral, and the ratio of consultations to psychotherapy 
would continue. 


—The ratio of psychiatrists to population would double in the future, 
and become similar in both metropolitan and non-metropolitan areas. 


—The estimated over-all utilization would be double that for the age 
group with the highest utilization during 1961-1962, namely those 
aged 25-44. 


Upon the preceding assumptions one can multiply the ratio of 79 psychiatrist- 
hours per 1,000 members per year by 125 per cent (correction for metropolitan 
distribution of psychiatrists being extended to other areas) and 200 per cent 
(doubling of 1962 ratio of psychiatrists to population in the future). This results 
in an estimated ratio of about 200 hours per 1,000 members, or about one 
psychiatrist per 10,000 population. 


Attainment of this ratio would be affected by the supply of psychiatrists, 
which is not likely to reach 1:10,000 by 1971, unless there is additional 
immigration, increased recruitment of psychiatrists from present medical gradu- 
ates, or extended provision of specialized psychiatric care by suitably trained 
family physicians. 


This ratio of 200 psychiatrist-hours per 1,000 population would cost $2.70 
per capita at 1962 MS(A)I rates of payment. This should be compared with the 
1960 Alberta expenditure of $7.77 per capita for provincially operated psychia- 
tric institutions. At the end of 1960 there were 2.5 long-stay patients per 1,000 
population. The annual mental hospital costs during 1960 were $2,055 per 
patient. Therefore, the Province was spending 2.5 x $2,055 = $5,137 per 1,000 
population for the continuing maintenance of long-stay patients. 


These estimated costs for private psychiatrists’ care are gross ¢osts, and do 
not consider the possible effects of increased psychiatrists’ care on reducing: 


—the over-utilization of medical services by patients with psychiatric 
illnesses; 


—the frequency and costs of long-term hospitalization; 
—the economic losses produced in families with a member having a 
psychiatric illness. 


-1Viedical Services (Alberta) Inc., brief submitted to the Royal Commission on Health Services, 
op. cit., Exhibit 7. 
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Conclusions 


(i) MS(A)I progressively reduced the restrictions on psychiatric care 
between 1958 to 1962. Payment was made for consultation and psychotherapy of 
members upon physician- or self-referral. The absolute cost per member-year 
increased from 29¢ to 56¢, but the psychiatrists’ portion of total expenditure 
increased less, from 1.4 per cent to 1.5 per cent. 


(ii) Annual rates of initial consultation (physician and self-referred) 
reached 0.8 per cent in 1962. 


(iii) There was no evidence of a trend to prolong psychotherapy during the 
period 1958-1962. 


(iv) The frequency of electrotherapy decreased between 1958 and 1962. 


(v) Psychiatric consultation and psychotherapy were more frequent among 
females than males. At least 1.1 per cent of adult males and 1.6 per cent of adult 
females attended a psychiatrist during 1961-62. 


(vi) During 1961-62, 40 hours of private psychiatrists’ time were used per 
1,000 members. Age-specific ratios were lowest with children and the aged. 


(vii) It is estimated that future utilization could reach 200 hours per 1,000 
members per year. The per capita costs of such care would be less than the 1960 
cost for the continuing care of long-stay patients in mental hospitals. 
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GROUP SURGICAL-MEDICAL INSURANCE PLAN FOR EMPLOYEES IN 
PUBLIC SERVICE OF CANADA 


This plan has been operated since July 1, 1960, for employees in the Public 
Service of Canada, dependents of members of the Regular Forces and R.C.M.P. 
and persons entitled to pensions based on service in the Public Service of 
Canada. It is underwritten by 26 private insurance companies. 


It included a Major Medical Expense Benefit for expenses for ‘reasonable 
and customary charges” for services by psychiatrists, as well as for graduate 
nurses, drugs and medicines. The Plan pays 80 per cent of the eligible expenses 
which exceed the annual deductible amount of $50 per family, up to a maximum 
amount. The maximum amount payable under this Benefit in respect of each 
insured individual was $10,000 during that person’s lifetime. Benefits were not 
payable for “services normally rendered without charge.’’?! 


During a three-month period, May 10 to August 10, 1962, expenditures for 
psychiatrists’ care were tabulated.22 A total of 579 claims were made for 
psychiatric care. The average claim was $116. The benefits paid were 75.1 per 
cent of the charges and 1.77 per cent of the total expenditures of $2.6 million by 
the Plan. 


Although services of psychiatrists were included for this largely urban 
membership, and a maximum expenditure of $10,000 was possible, less than 
2 per cent of the expenditures were for psychiatric care after two years of 
operation. 


21This description is from the pamphlet Your Surgical-Medical Plan, an explanation of the 
Group Surgical-Medical Insurance Plan for employees in the Public Service of Canada, revised 
July 1, 1962. 


2.The author acknowledges the assistance of Mr. J. P. Devenny, Manager, in obtaining this 
information. 


CHAPTER 19 


THE CASE-LOAD OF PSYCHIATRISTS 


Introduction 


The high frequency of psychiatric illness in the Canadian population has 
been detailed in various chapters. The extent to which the need for psychiatrists’ 
care can be met is affected by the supply of psychiatrists and their case-load. 
The case-load, or number of patients cared for (in consultation or continuing 
treatment) throughout a year, is related to the ratio of time spent in consultation 
with new patients to time spent in treatment of continuing patients, and the 
duration of continuing treatment. 


The size of the case-load is affected by the orientation or philosophy of the 
psychiatrist and factors involved in the referral process. Social and economic 
factors have marked effects upon the perceptions and attitudes of the patient, 
his family and physician, the feasibility of initiating psychiatric consultation, 
and the patient’s continuing treatment. The effect of such social and economic 
factors in selecting the types of patients remaining in private psychiatric care 
is considerable.}.? 


From the few local surveys of private psychiatric practice in the United 
States it is evident that this selective process has markedly affected the numbers 
and types of patients seen for consultation and psychotherapy, and the dura- 
tion of care per patient. The purpose of this chapter is to compare some of the 
United States’ surveys with Canadian experience. 


United States’ Surveys of Psychiatrists’ Case-loads 


A sample survey of selected areas, Nov. 1963-Feb. 1964, by the National 
Institute of Mental Health obtained a 69 per cent response from 81 psychia- 
trists in private practice in Westchester County, N.Y.; Washington, D.C.; Wis- 
consin; Kentucky; and Northern California.? For the 32 psychiatrists spending 
35 or more hours per week in private practice it was estimated that on the 
average 41 patients per month and 141 per year were seen. Nearly two-thirds 


1Hollingshead, A. B., and Redlich, F. C., Social Class and Mental Illness, New York: John 
Wiley, 1958, pp. 213-216. 


2Richman, A., Psychotherapy, social class, and medical insurance plans. Presented at the 
Sixth International Congress of Psychotherapy, London, August 24-29, 1964, (in press) Medical 
Care. 


3Bahn, Anita K., Conwell, Margaret, and Hurley, P., Survey of private psychiatric practice, 
Arch. gen. Psychiat. 12:295-302, 1965. 
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of these psychiatrists saw fewer than 100 patients per year; and three-eighths 
saw 30 or more patients per month. 


In New Haven, Connecticut, during six months, 42 private psychiatrists saw 
359 patients in 1950, a mean of 17 patients per psychiatrist per year. 


A Boston survey indicated that 200 private psychiatrists saw a total of 
1,800 patients during a year. 


“The Boston Mental Health Survey, using a questionnaire technique, estimated that 
about 1,800 patients are seen annually by the 200 private psychiatrists. As nearly as 
could be determined, about 36% of these 1,800 came from Boston proper, the rest 
from the surrounding metropolitan cities and towns. Over half of the patients seen by 
psychiatrists in community practice lived in four census tracts containing only 34% 
of the Boston population. The private psychiatrist, it was concluded, because of the 
character of the neighbourhoods in these four census areas sees patients of high social 
economic status. Four out of five of these private patients had a college level of 
training and two-thirds of them were females. Nearly all were able to pay fully for 
this treatment.’’5 


During November 1951, 235 Massachusetts psychiatrists in various types 
of practice reported seeing 3,518 private patients. The number ranged from 
“less than 10 to over 100 patients” per psychiatrist, and averaged 15 patients 
per psychiatrist per month. Of these 3,518 patients, 585 (17 per cent) were 
reported as new.® 


Approximately 1,800 Monroe County (N.Y.) residents, (3.1 per 1,000 popu- 
lation) entered the care of private psychiatrists in 1960.7 These patients may 
have received some private psychiatric care prior to October 1, 1959. The 
number of full- and part-time private psychiatrists reporting case-loads totalled 
43. The minimum estimate of patients entering private care was 39 per 
psychiatrist per year, and it is doubtful that a maximum estimate would exceed 
80 new patients per psychiatrist in full-time practice. 


In Los Angeles County 76 per cent of the psychiatrists in private practice 
responded to a questionnaire survey in 1958.8 In March 1958, 308 psychiatrists 
were currently seeing a total of 7,382 patients, 6,755 of them individually and 627 
in group psychotherapy. 


“Almost 40 per cent of the patients in individual therapy were seen once a week; the 
remaining 60 per cent were divided almost equally among those treated less often 
than once a week (20.4 per cent), those treated twice a week (21.1 per cent) and those 
treated three or more times per week (19.0 per cent). Over 90 per cent of the indi- 
vidual treatment sessions last between 45 and 60 minutes, most of these being the 
‘traditional’ 50-minute hour.” 


4Hollingshead A. B., and Redlich F. C., op. cit. p. 254. 


5Commonwealth of Massachusetts, Massachusetts Department of Mental Health, Department of 
Mental Health News 1(3):p.4, January 1963. 


SVaughan, W.T., Survey of Community Psychiatric Resources in Massachusetts, Boston: 
Massachusetts Department of Mental Health, 1952. 


7Gardner, E. A., All psychiatric experience in a community, Arch. gen. Psychiat. 9:369-378, 
1963. 


SLos Angeles Welfare Planning Council, The Mental Health Survey of Los Angeles County 
1957-1959, Los Angeles: The Council, 1960, pp. 65-67. 
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The Case-load of Canadian Psychiatrists 
British Columbia 


In Vancouver, the 15 private psychiatrists had initial consultations with an 
average of 40 M.S.A. members residing in Vancouver during 1957 (Chapter 17). 
These 40 patients were in addition to those continuing and returning, or were 
non-insured, living outside Metropolitan Vancouver, or with other medical 
insurance. 


In 1961 a questionnaire survey® of private psychiatrists in British Columbia, 
conducted for purposes other than the Royal Commission, was returned by 23 
out of 30 psychiatrists. On the average each psychiatrist saw at least 160 persons 
annually and gave subsequent psychotherapy to 73 per cent of consultations for 
an estimated average of about six hours per patient during the year. Patients 
with medical insurance other than M.S.A. were excluded from this survey. 


It is estimated that at least one-half of the psychiatrist’s office practice was 
made up of insured patients. The frequency of psychotherapy following initial 
consultation was higher among M.S.A. members (82 per cent) than for non- 
insured members (63 per cent). Six per cent of M.S.A. members and 9 per cent 
of non-insured patients received more than 15 hours of psychotherapy during 
the calendar year. 


Alberta 


MS(A)I data!® were used for determining the services given to MS(A)I 
members by private psychiatrists in Alberta. Data on patients with other forms 
of insurance, or those who were not insured, were not available. 


During the first six months of 1962, 18 private psychiatrists (14 full-time 
and 4 part-time) saw an average of 908 MS(A)I members per month. The 
average number of MS(A)I patients seen per month ranged from 22-109 per 
psychiatrist per month, with a mean of 50. 


Among individual psychiatrists, the average number of visits per patient per 
month ranged from 1.5 to 4.3. The amount of psychotherapy averaged 83 visits 
per psychiatrist per month. The mean duration of an office visit for psychothera- 
py ranged from one-half to one hour per psychiatrist, with both a mean and 
median of three-quarter hours for all psychiatrists. Payment per psychiatrist per 
year by MS(A)I averaged $14,600.11 Payment for psychotherapy averaged 71 
per cent of the total insurance plan payments, and ranged between 45 
and 91 per cent among individual psychiatrists. There was considerable 
variation among the individual psychiatrists in the amount of psychotherapy 
and the number of referred consultations. At the extremes, during a six-month 
period, one psychiatrist had 799 visits for psychotherapy and 27 referred con- 
sultations, while another had 341 office visits and 155 consultations. 


*British Columbia Medical Association, Section of Psychiatry, A Study of the Psychiatric 
Treatment of M.S.A. and Private Patients, March 1962. 


Medical Services (Alberta) Inc., A Study of Certain Aspects of Psychiatric Benefits, op. cit. 


UThis payment is based on the rate of $13.50 per hour of psychotherapy, with extra-billing by 
the physician possible. 
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TABLE 19-1 


CHARACTERISTICS OF THE MS(A)I PRACTICE OF 18 PRIVATE PSYCHIATRISTS 
IN ALBERTA, JAN. 1 — JUNE 30, 1962 


Referred Con- 
sultations 
Total 6 Months 


Doctors Psychotherapy Electrotherapy 


No. Serv. 


No. Serv. No. Serv. 


ONAN HPWHND = 


Source: Medical Services (Alberta) Inc., A Study of Certain Aspects of Psychiatric Benefits, op. cit. 


From the MS(A)I membership alone it can be estimated that each 
psychiatrist had about 210 consultations per year, of which 85 were referred and 
125 were unreferred by physicians. The ratio of visits per consultation was 
about 5 per consultation. The mean length of contact is estimated at about 3 
months and the mean cost of psychiatrists’ care per patient per year at about 
$60.00.12 


Ontario 


A higher case-load does not seem restricted to psychiatrists in western 
Canada. A survey of the records of Physicians Services Inc., Toronto, for May, 
1957, indicated that 54 psychiatrists (including 14 persons qualified in neurology 
and psychiatry) were estimated to have averaged 503 consultations and 965 
hours of psychotherapy annually.!3 


12Medical Services (Alberta) Inc., A Study of Certain Aspects of Psychiatric Benefits, op. cit. 


tte Riche, H., and Stiver, W.B., The work of specialists and general practitioners in Ontario, 
Canad. med. Ass. J. 81:37-42, 1959. 
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Conclusions 


(i) The size of the case-load of psychiatrists is markedly affected by social 
and economic factors. 


(ii) United States’ surveys indicate that the average number of patients 
seen by private psychiatrists ranged from 15-41 per month, and up to 141 
per year. 


(iii) British Columbia psychiatrists saw an average of 160 persons per year 
during 1961. Each private psychiatrist in Alberta saw an average of 50 MS(A)I 
members per month, and 210 MS(A)I members in initial consultation during 
1962. 
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CHAPTER 20 


PSYCHIATRIC ILLNESS IN THE 
CANADIAN POPULATION 


Introduction 


Availability and Utilization of Medical Services 


It is not usually possible to form adequate estimates of the extent of 
psychiatric morbidity in the general population from existing statistics on 
mortality, the utilization of hospital or psychiatrists’ care, or the routine records 
of family physicians. Estimates based on such data minimize the morbidity, and 
are markedly affected by the extent to which these medical services are 
available to the population. Areas in which psychiatric consultation is more 
available usually have a higher frequency of psychiatric patients being cared 
for. This phenomenon occurs for other medical specialties. In the United States, 
there is a high correlation (0.94) between the ratios of internists and mortality 
due to coronary heart disease. 


TABLE 20-1 


RELATION BETWEEN DEATH RATES FOR CORONARY HEART DISEASE 
AND FREQUENCY OF INTERNISTS, UNITED STATES, 1949-1951 


Death Rates for 
Coronary Heart Disease 
per 1,000 White Males, 

Ages 45 to 64, 1949-1951 


Internists per 
100,000 White 
Population 


Geographic 
Area 


MiraddievAtlanticn’. i... kauh. So<eoes 

INewrEnelatidiv thoi ee! Vee. 5.9 10.5 
PACERS eyed P41) Fotis, ooo eke 5.9 9.7 
Hast North Central. cisiicscine, ook 5.4 7.3 
Seu AtLAnt Cole Hees. 2. Nhe 5.2 8.8 
WestiSouth.Gentral...; .u...ssnere ow 4.6 5.3 
WwestiNorcthiCentrals fepeesatet ee 4.5 6.7 
Mountattim.: ta 2 are een ko ee 4.4 6.5 
Hast south Central 2°.) ..... 18 4.0 4.5 

Pearsonian Coefficient of Correlation +.94 | 


Source: Sauer, H.I., and Enterline, P.E., Are geographic variations in death rates for the cardio- 
vascular diseases real? J.chron. Dis, 10:513—524, 1959, 
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Spectrum of Psychiatric Morbidity 


To an increasing extent it is being recognized that there is a wide spectrum 
of psychiatric morbidity. This spectrum includes the severe psychoses which 
traditionally required major social intervention in terms of hospitalization, 
problems of personal distress or malfunctioning, and the psychiatric symptoms 
accompanying various types of physical or social impairment. The process of 
attending a psychiatrist is the end-point of a complex set of social circumstances 
involving such factors as geography, finances, the availability of alternatives, 
attitudes, etc., implanted upon a process of “...self, family or community 
diagnosis based on folk notions and filtered medical ones about what constitutes 
psychiatric illness and what should be done about it... .”.1 


For those patients with frank psychiatric illnesses who do attend family 
physicians there is a sequence of recognition, recording and referral. Not all of 
these patients attending physicians are recognized; not all of those recognized as 
having conspicuous psychiatric morbidity are recorded as such; not all of those 
recorded are referred for psychiatric care; and, finally, not all of those referred 
receive psychiatric care. 


Surveys of Psychiatric Morbidity 


In order to obviate many of the problems mentioned above, a large number 
of surveys have been conducted to assess the mental health of a population. 
These surveys have varied widely? in the criteria used to identify a psychiatric 
case, but tend to use some form of questionnaire relating to symptoms. Lewis 
has referred to the extrapolation of diagnosis from such lists of symptoms as 
reversive and promiscuous: 


‘...There are, I know, psychiatrists who think little of diagnosis, dismissing it as a 
profitless exercise foisted on to earlier generations by Kraepelin; but even extremists 
in this matter would shrink from assuming that a person could be reckoned as having 
some degree of neurotic illness because (as in one of the studies I mentioned) he 
picked out ‘nerves’, or ‘sleeplessness’, or ‘irritability’ from a check list of 40 such 
symptoms, presented to him with a request that he should say which of them troubled 
Himes, et 


In most surveys it is difficult to relate treatment needs with the “diagnostic” 
categorization utilized, 


“It is necessary therefore, for the epidemiological psychiatric studies to concern 
themselves with the identical categories of mental disorders which are handled by the 
clinicians and the administrators of community psychiatric services. A drawback of 
some of the past epidemiological studies is that they have, for the sake of 
methodological expediency, invented their own private definitions of categories of 
mental disorder, and in certain cases have even studied the distribution of ‘global 
mental disorder’, without breaking this down into the usually accepted diagnostic 


1Blum, R. H., Case identification in psychiatric epidemiology: Methods and problems, Milbank 
meml. Fund @. 40:253-288, 1962. 


2Lin, T. ¥., and Standley, C. C., The Scope of Epidemiology in Psychiatry, Public Health Pa- 
pers No. 16, Geneuna: W.H.O., 1962. 


sRichman, A., Assessing the need for psychiatrists’ care. A review of the validity of 
epidemiologic surveys, (in press) Canad. psychiat. Ass. J. 


4Lewis, A., Current field studies in mental disorders in Britain in Comparative Epidemiology of 
the Mental Disorders (Hoch, P., and Zubin, J., Eds.), New York: Grune and Stratton, 1961, 
pp. 207-234. 
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categories. Thus much of their findings are of limited utility to the clinical 
psychiatrist and the administrator of psychiatric programs. The latter workers are 
forced to differentiate their treatment and their service planning in relation to the 
separate categories of mental disorders.’’5 


Furthermore, it is essential to differentiate in these surveys whether or not 
clinical treatment by a psychiatrist is “needed’’: 


“A distinction must thus be made between cases needing clinical treatment by a 
psychiatrist in a psychiatric facility and cases best approached through some other 
means, although possibly with the help of a psychiatrist, rather than listing together 
all manner of psychological symptoms and interpersonal difficulties. These other 
means [may range] ...from other types of clinical facility or service by non-medical 
service to some form of social action...’’.6 


In addition, population surveys have usually not differentiated whether the 
psychiatric symptoms were disabling in terms of causing definable loss of 
working or social capacity. Many of the surveys dealt with the life-time 
occurrence of symptoms, including those reported from the past, as well as those 
existing at the time of enquiry. 


Reliable and valid criteria for the definition of a “case” “needing clinical 
treatment by a psychiatrist in a clinical facility” do not yet exist. 
“...a simple total of the number of conditions found, or of the number of patients 
having specified conditions, is not necessarily a true reflection of the needs for 
facilities or services (including personnel).”7 


Again, this wide spectrum of disability is not unique to psychiatry, and has 
been described for other areas of health services. 


“...the distinction between health and illness becomes blurred, and the concept of 
medical need increasingly difficult to pinpoint in space or time. Rather there is a 
continuous spectrum with varying degrees of emphasis. It begins before we are 
actually ill; it does not cease when we are discharged from the hospital. Continuity 
and comprehensiveness are becoming indispensable aspects of effective medical care.’’8 


Previous studies of the amount or prevalence of existing psychiatric illness 
have employed diverse methodologies and definitions. With regard to incidence, 
the ratio of new cases developing for the first time within a population during 
a specific period, ‘“‘...very little research has been specifically designed to 
detect the true incidence of mental disorder in the general population. ..”.® 


Manifestations of Psychiatric Morbidity 
Recently, increased emphasis has been placed upon supplementing morbidi- 
ty data based on hospital care with that from other sources. 


“...attention is shifting to the statistics of day hospitals, out-patient clinics, and 
community care services. Records of sickness absence, drug prescriptions, insurance 


5 Group for the Advancement of Psychiatry, Committee on preventive psychiatry, Problems of 
Estimating Changes in Frequency of Mental Disorders, op. cit. 


STvhurst, Jens: et al., Op. Cit. Dp. 35. 


7Commission on Chronic Illness, Chronic Illness in the United States, Vol. IV, Chronic Illness 
in a Large City, Cambridge: Harvard University Press, 1957, p. 123. 


8Somers, H. M., and Somers, Anne Ramsay, op. cit., p. 249. 


STinss lt, Y., and standley, CC) C., op=cit.. Dp. 20: 
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contributions, disabled-persons registers, and medical certificates also constitute, apart 
from a few pioneer studies, a largely untapped source of information. . .’’10 


The following material describes various manifestations of psychiatric 
morbidity in the Canadian population. The recording of these manifestations did 
not depend on the utilization of psychiatrists’ care. 


Psychiatric Illness in General Practice 


Illness Recorded by Family Physicians 


The frequency of psychiatric illness in general practice is high, but the 
estimates vary widely.1! In Canada, the College of General Practice stated that 
much mental disorder was seen in the consulting office of the general practition- 
er. Although estimates of the volume of this type of illness ranged from 5-30 per 
cent of general practice it was felt that probably the higher estimate was more 
accurate.!2 


TABLE 20-2 
ILLNESS! RATES FOR MENTAL DISORDERS, PER 1,000 MEMBERS, 
BRITISH COLUMBIA GOVERNMENT EMPLOYEES’ 
MEDICAL SERVICES, 1960? 


Sex 


42.4 

2.8 
10.3 
13.6 
19,3 
57.4 
70.5 
60.5 
55.0 
42.6 
61.8 


Age (years) 


Total ecoceccccccccecccc ccc cee cece esses ese sessesseseeeseeeeeeeeece 
Under ny Carin cterctsrsclcretovareicierclecste evereteiec: sie si els) eons: er epeleie’s slsvelerererste referee's 


70+ eoeeeoeeoeveeeeveeeeeeoeveeseeeevreeeeeeseeeeeeeeeeeeeeeeeeeeeeeeeeeeee 


1 This represents illnesses for which medical attention was sought. 


2 British Columbia, Department of Health Services and Hospital Insurance, 
Division of Vital Statistics, Special Reports, No. 60, 
Morbidity statistics of the British Columbia Government Employees® 
Medical Services, 1960, November 1961. 


Clute reported that diagnoses of psychoneuroses were recorded in 3.2 per 
cent of the non-hospital visits, and were the sixth most common reason for 
non-hospital visits.13 A similar over-all rate of between 2-4 per cent was 


1°Editorial, Psychiatric Epidemiology, Brit. med. J., i: 1301-1302, May 18, 1963. 


lkKessel, N., and Shepherd, M., Neurosis in hospital and general practice, J. ment. Sci. 
108: 159-166, 1962. 


College of General Practice of Canada, brief submitted to the Royal Commission on Health 
Services, Toronto, May 1962. 


Clute, K. F., op. cit., p. 246. 
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reported in the morbidity statistics of the British Columbia Government Em- 
ployees’ Medical Services for 1960. For females in various decades between 
20-59, the recorded rates ranged from 5.5-7.1 per cent.14 


In a five-year survey of medical insurance plan subscribers, Buck and 
Hobbs? reported 14 per cent of males, and 25 per cent of females being recorded 
as having a diagnosis of psychiatric illness. 


TABLE 20-3 


PERCENTAGE OF INSURANCE PLAN SUBSCRIBERS 
WITH DIAGNOSES OF PSYCHIATRIC ILLNESSES RECORDED OVER A 5—YEAR PERIOD 


N = 100% 


Recorded Diagnosis of 
Psychiatric Illness 


Males 2 OS OL CALS ae i prs fel sete hie lee os. cie 
+ OO OLY CATs metas a cere sere, ee 


Pemales 20 —SOweater, 2 ideu uss . bade ors ge 
A Ola ORV CATS Aneta et eats ive, <6.) ke 


Source: Buck, Carol, and Hobbs, J.E., The problem of specificity in psychosomatic illness, J. psy- 
chosom, Res., 3: 227 — 233, 1959. 


Illness Recognized, but not Recorded, as Estimated by Prescription Practices 


The diagnoses, and prescriptions issued by 330 Canadian physicians on 2 
days of practice, were surveyed by Lea Associates!® during February-May 1960. 
Of the physicians 181 were general practitioners, 37 were part-time specialists, 
107 were full-time specialists, and 5 were psychiatrists or neurologists. 


For the 9,700 patients seen in the office or hospital, 1,052 prescriptions were 
issued for ataractics and tranquillizers, psychostimulants, and sedatives and 
hypnotics. The proportion of recorded psychiatric diagnoses (ISC 300-326) 
among patients given these drugs varied from one-eighth to one-third. 


TABLE 20-4 


PROPORTION OF PSYCHIATRIC DIAGNOSES 
AMONG PATIENTS GIVEN VARIOUS TYPES OF PRESCRIPTION, CANADA 1960. 


Proportion of Psychiatric 
Diagnoses (I.S.C. 300-326) 
among Patients Given 
These Prescriptions 


Number of 
Prescriptions 


Type of Drug 


Ataractics and Tranquilizers ........... 
Psy. chostimulantsess. we . te. ees ee 1/4 
Sedatives and Hypnotics ............... 1/8 


Source: Lea Associates, Inc., Flourtown, Pa., Canadian Disease and Therapeutic Index, February- 
May, 1960. 
14For British experience see Appendix 20-1. 
Buck, Carol, and Hobbs, J. E., op. cit. 


7*Lea Associates, Inc., Flourtown, Pa., Canadian Disease and Therapeutic Index, February- 
May 1960. 
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Among the 304 patients diagnosed as psychoneuroses, seven-eighths were 
given some prescription. One-quarter of these patients had not been previously 
diagnosed as psychoneurotic by their physicians. 


In this particular survey of 330 Canadian private physicians, an average of 
0.67 prescriptions per day per physician were given for ataractics, tranquillizers 
and psychostimulants, drugs specific for psychiatric illnesses or emotional fac- 
tors. Of these prescriptions seven-tenths were given to patients not recorded as 
having a psychiatric illness. This is an indication of the extent to which recog- 
nized psychiatric illnesses are under-recorded, i.e., for every patient with a 
recorded diagnosis of psychiatric illness there were at least two patients for 
whom a drug specific for psychiatric illness was given but a psychiatric diagno- 
sis was not recorded. 


This survey estimated that over five million prescriptions for ataractics and 
tranquillizers and psychostimulants and an additional 8.7 million prescriptions 
for sedatives and hypnotics were prescribed by private physicians in Canada 
during 1960. The annual number of patient-visits for which diagnoses of 
psychoneuroses were recorded was estimated as over 3 million.17 


Industrial Sick Leave for Psychiatric IIlness 


In the Canadian Civil Service!® during 1960, 58,802 days of sick leave were 
accounted for by diagnoses of psychiatric illnesses. Recorded diagnoses of psy- 
chiatric illness made up 7.9 per cent of the certified sick leave for females, and 
5.1 per cent for males. 


Canadian Allowances for Permanent and Total Psychiatric Disability 


Among the 52,700 Canadians qualified for government allowances for 
permanent and total disability during January 1, 1955—March 31, 1955,!® 12,610 
(23.9 per cent) were diagnosed as mental deficiency,?° 1,122 (2.1 per cent) as 
schizophrenia, and 633 (1.2 per cent) as psychoneurosis. Qualification for this 
allowance required that the person be 18 years of age or over, not be a patient in 
an institution for any prolonged length of time and could qualify under a means 
test. 


Suicide 


The reported number of suicides is generally regarded as being under- 
estimated. Nevertheless, suicide is a significant cause of death. 


“In 1958 suicide took the lives of 1,271 persons in Canada, more than in any year 
since records were kept. While not a leading cause of death, suicide now accounts for 


Even higher ratios of such dispensing were reported for the prescriptions filled for 
Saskatchewan beneficiaries of long-term public assistance during 1960-1961, where one-quarter (1.7 
prescriptions per beneficiary per year) were for drugs affecting the nervous system and mental 
diseases. These beneficiaries, of whom nearly three-fifths were over 70, were required to pay 
one-half the cost of the prescription. Saskatchewan, Department of Public Health Annual Report, 
1961-1962, Regina: Queen’s Printer, 1963. 


isDominion Bureau of Statistics, Illness in the Civil Service, Statistical Report, 1960, Ottawa: 
Queen’s Printer, 1962. 


*8Charron, K. C., The magnitude of chronic disease in Canada, op. cit. 


27At the end of 1960 about 16,000 patients over the age of 15, diagnosed as mental retardation, 
were on the books of Canadian psychiatric institutions (Table 8-13). 
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over 200 more deaths than tuberculosis, represents as serious a problem as drowning 
and results in over twice as many fatalities as fires and conflagrations.’’21 


In British Columbia (during the same year) there were more deaths 
from suicide (N=172) than from all the infectious and parasitic diseases com- 
bined (N=153).?? 


Narcotic Addiction 


The number of criminal narcotic addicts has decreased over the years. 
Although the Canadian population doubled between 1924 and 1963, the estima- 
ted number of criminal addicts decreased to one-third. Since 1955, national data 
on criminal addiction have been collected by the Narcotic Control Division of the 
Dept. of National Health and Welfare. It is not known to what extent these 
numbers represent current usage by “criminal addicts” since they include persons 
who have, during the preceding ten years: 


been convicted of illegal possession of narcotics, 

been convicted of any offence, and are known to be narcotic addicts, or 

are addicted, and are suspected of having engaged in criminal 
activities or associations. 


TABLE 20-5 


ESTIMATES OF THE NUMBER OF CRIMINAL ADDICTS 
AND NUMBER OF ANNUAL CONVICTIONS FOR NARCOTIC VIOLATIONS, 
CANADA, 1924-1963, SELECTED YEARS 


tales Estimated Number Convictions mager 
Year tmiilions)! of Criminal Source of Estimate Opium and Narcotic 
Addicts Drug Act! 
1924 9.2 9,000 INat. Dept. of Health | 218 
1929 | 10.0 8, 000 Nat. Div. Narcotic Control 266 
1939 | 113 5,000 Nat. Div. Narcotic Control | 222 
1943 | 1L8 | 4,000 Nat. Div. Narcotic Control | 133 
1948 | 128 | 3,000 R.C.M.P. | 316 
1955 15.5 2,300 'Dept. National Health & Welfare 365 
1956 | 16.1 2,678 |Dept. National Health & Welfare 391 
1961 | 18,2 3,048 Dept. National Health & Welfare 478 
1963 | 189 | 2,963 _| Dept. National Health & Welfare 4 


1 Includes convictions under Narcotic Control Act in 1961 and 1963, 


Source: Richman, A., Borschneck, A., and Rienzi, A., The natural history of drug addiction, Canad, 
psychiat. Ass, J., 9:431—438, 1964. 


Names remain on this list until removed either by death, deportation, or 
until ten years have elapsed, during which time no adverse information 
concerning the individual has been received. Cards are reviewed each year and 
those with ten clear years are eliminated. 


=Dominion Bureau of Statistics, Mortality from Suicide, 1921-1958, Ottawa: Queen’s Printer, 
1960, p. 3. 


=Dominion Bureau of Statistics, Vital Statistics, 1958, Ottawa: Queen’s Printer, 1960. 
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Nationally there has been relative stability of the number of male criminal 
addicts (2,004 in 1955, 2,011 in 1964), but an increase for females from 704 in 
1955 to 936 in 1964. 


A seven-year follow-up study has been reported for criminal addicts 
imprisoned in British Columbia during 1955-1956.23 One-half had remained 
addicted to narcotics during 1960-64. One-fifth were considered abstinent from 
narcotics usage for at least the last three years. The prospect for abstention 
increased with age of the addict. Abstention was not less likely in adults who had 
long histories of police contact, or who had numerous previous attempts to quit 
drugs voluntarily. 


Alcoholism 
“This is an enormous health problem with impact in society in all walks of 
life in an infinite variety of ways.’’24 


TABLE 20-7 


SALES AND APPARENT CONSUMPTION OF BEVERAGE ALCOHOL PER 
CAPITA RELATED TO PERSONAL INCOME PER CAPITA,! CANADA, 1962 


att anlg Pore Bo Cy als eer ca) cos a 

Older of 15 of 15 Cap. of 15 

and Older and Older and Older 
Newroundlandemmras, oe. o- 274,500 $65.7 $1,581.1 0.95 

Prince Edward Island.... 68,000 68.3 1,514.7 o 

INOV as SCOLLAUs wie%t) sl ounieisce o6 487,000 73.8 1,790.6 iy 
ING WRETUNS WACKa syescleie es <i 377,700 68.5 MSs! 1.02 
WOUCDCC#. lastrcis.sc cle git 6's os 3,478,500 63.5 2,018.7 1.54 
Ontario tins tas 4s oc.8e ois 4,290,200 86.6 2,562.4 1.81 
Marit ODAme cates its cre «co cr 630,000 87.9 2,306.3 1.59 
Saskatchewan's ss .).... 611,600 74.0 2,403.5 1.34 
COC 9S eth lee hl era aa an 884,900 85.7 2,407.1 1.60 
British Columbias,..... +4. 1,138,700 90.5 MSO / SD 1.69 
Gerracat <i Ak WL Aa A LS lea 1,100 78.1 ays 2,284.4 1.60 


= Estimates of personal disposable income per capita were calculated on the basis of datain: Nation- 
al Accounts: Income and Expenditure 1962 (Dominion Bureau of Statistics, Ottawa). It should be no- 
ted that the income figures reported for any given year are subject to revision in the reports for 
subsequent years. Estimates of 1962 populations by age were obtained from: Estimated Population 
by Sex and Age Group, for Canada and Provinces, 1962(Dominion Bureau of Statistics, Ottawa). 


Source: Addiction Research Foundation (Ontario), 13th Annual Report, 1963. 


The number of alcoholics, estimated by the Jellinek Formula, tends to be an 
under-estimate.”> It is estimated that 2 per cent of adults manifest an alcoholic 


*3 Richman, A., Follow-up of criminal narcotic addicts, op. cit. 


*#Canadian Mental Health Association, Committee on Psychiatric Services, Preliminary Report 
No. 4, Special Services, p. 27. 


Alcoholism and Drug Addiction Research Foundation, Ontario, Alcoholism Research, October 
1959, p. 7. 
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problem.?* In Ontario, it is estimated that 3 per cent of drinkers become alco- 
holics, there being a total of 85,000 alcoholics in the Province at the end of 
1958.27 


Nationally, 1.6 gallons of alcohol were consumed per capita for those aged 15 
and over during 1962. This represented $78 or 3.4 per cent of the personal per 
capita income for this age group. 


Conclusions 


(i) Diagnoses of psychiatric illnesses are recorded for 2 to 4 per cent 
of the general population by family physicians annually. 


(ii) It is estimated that for every patient recorded as having psychiatric 
illness, there are twice as many for whom psychiatric illness is recognized but 
not recorded by the physician. 


(iii) Psychiatric illness accounted for over 5 per cent of the sick leave in 
the Canadian Civil Service during 1960. 


(iv) One-quarter of the 52,700 persons qualified for government allowances 
for permanent and total disability up to March 1959, had psychiatric disability. 


(v) Suicide is a significant cause of death in Canada. 
(vi) Criminal narcotic addiction is high but not increasing. 


(vii) Alcohol consumption represented 3.4 per cent of the personal per 
capita income of those aged 15 and over. 


26 Canadian Psychiatric Association, op. cit., p. 32. 


*"7Alcoholism and Drug Addiction Research Foundation and the Department of Education, 
Ontario, Alcohol Studies Guide, 1961, p. 7. 


CHAPTER 21 


COMMUNITY SURVEYS OF PSYCHIATRISTS’ CARE: 
MOOSE JAW, SASKATCHEWAN, 


AND LONDON, ONTARIO 


Introduction 


Purpose 


The purpose of this chapter is to provide estimates of the utilization of 
psychiatrists’ care within two Canadian communities. Previous chapters have 
described the utilization of hospital care within two provinces, and the utilization 
of private psychiatrists’ services by members of various prepaid medical 
insurance plans. It was felt that, in addition, utilization should be studied in 
areas with a relative concentration of both in-patient and out-patient psychiatric 
facilities. As emphasized in the previous chapter, the greater the availability of 
the service, the more likely it is that data on utilization would approximate the 
need for such care in the community. 


Selection of Communities 


In addition to having comparatively high ratios of local in-patient and 
out-patient services, these areas should be relatively small, geographically 
demarcated and without adjacent sources of psychiatric care, so that it would be 
operationally feasible to determine the number of people receiving psychiatrists’ 
care. The communities selected were Metropolitan London and the Saskatchewan 
Census Division containing Moose Jaw, which, in addition to satisfying the 
preceding criteria, had suitable record systems. 


Characteristics of Communities 


London, the seat of Middlesex County, became a city in 1855. The hub of a 
railway and highway network, is described as the metropolis of western 
Ontario. With over 300 highly diversified industries, it is a manufacturing, 
distributing, financial, ecclesiastical and educational centre. It has been 
depicted as “A microcosm of Canadian life”, a community backed and surround- 
ed by a prosperous agricultural region to which it sells and for which it 
manufactures, while at the same time it reaches out to the markets of the world. 


1Encyclopaedia Canadiana, Ottawa: Canadiana Company Ltd., a subsidiary of the Grolier 
Society of Canada, 1960. 
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Moose Jaw, the third largest city in Saskatchewan, is a highway and railway 
centre, equidistant between Calgary and Winnipeg, and the terminus for the Soo 
Line Railway. It achieved city status in 1903 and has a large industrial output of 
products connected with the surrounding farm area which is chiefly devoted to 
wheat growing. Its stock yards are the largest west of Winnipeg.” In addition to 
the city population of 33,206, there were an additional 29,134 residents in the 
surrounding area of Saskatchewan Census Division 7. One-third of the male 
labour force were farmers or farm-workers. 


The differences evident in the geography and industry of these two 
communities were not as marked demographically. There were slightly more 
aged in Moose Jaw (11 per cent) than London (9 per cent), but similar 
proportions of single people over the age of 15. 


Although similar proportions of the population were residing within the 
province of their birth, London had a higher proportion of British origin (73 per 
cent) than did Moose Jaw (54 per cent). Among the immigrants in each area, 
post-war migration was more frequent in London (60 per cent) than Moose Jaw 
(20 per cent). 


Educational attainment and earnings were somewhat higher in London. 
Working wives were almost as frequent in Moose Jaw (25 per cent) as London 
(31 per cent). 


Method 


The research described in this chapter was enabled through the full 
co-operation of the physicians directing the various psychiatric services in the 
communities studied. In Saskatchewan, the co-operation of F. S. Lawson, M.D., 
and P. O. O’Reilly, M.D., and in Ontario, the co-operation of G. E. Jenkins, M.D., 
W. Keil, M.D., B. H. McNeel, M.D., E. V. Metcalfe, M.D., A. H. Sellers, M.D., 
W. A. Tilman, M.D., and D. M. Wickware, M.D., is acknowledged. Personnel 
involved in the local collection of data were supervised in London with the 
assistance of Professor G. E. Hobbs of the Department of Psychiatry, University 
of Western Ontario, and in Moose Jaw with the assistance of Dr. P. O. O’Reilly, 
Director, Department of Psychiatry, Union Hospital. 


With the co-operation of the above physicians it was possible to obtain 
identifying information on admissions to psychiatric in-patient facilities in Moose 
Jaw and London during the three-year period 1958-1960. Concomitantly, 
D.B.S. punch-cards prepared from the individual morbidity cards submitted 
by local institutions, were duplicated. These punch-cards were forwarded 
by the Directors of provincial Mental Health Services in Saskatchewan and 
Ontario to the author. 


Data from records of patients seen in out-patient clinics in Moose Jaw and 
London were copied onto pre-coded questionnaires and transferred to another set 
of punch-cards. The individual punch-card records for in-patients were added to 
those from out-patient clinics, and mechanical and electronic data-processing? 


2Tbid. 


3The author acknowledges the assistance of personnel of the Tabulating Department, and 
Computing Centre, University of British Columbia. 
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TABLE 21-1 


DEMOGRAPHIC CHARACTERISTICS, METROPOLITAN LONDON 
AND MOOSE JAW AREA, 1961 CENSUS DATA 


Moose Jaw Area 


aah feo (Census 
onsen Division 7) 
Population 
Otalia ontis dasrecs 04 4e inigse's Sears dere tir’ desk drctans sins 181,283 = 100% 61,340 = 100% 
at rome cons aetoh te eeckoue: breve Ayate te otonecders cvs ‘ aegSSES Srowe 169,569 33,206 
Age Distribution 
MAAC e LSI ee ee te tee. cee, OLB, lx 54,420= 30% 20,292= 33% 
ECEG4 ESE, Se ee ete Pele. Bm I, 22815 110,994= 61% | 34,598= 56% 
G5" A208 , DEeuK PSR OES IB en, ORL 15,869= 9% 6,450= 11% 


Marital Distribution (15 yearst) 
PML OL SL wigs nn chee 5 sila «4 abel tensioiabeccis eles, sae /eis,.0s5 (6 i 


Birth Place 


126,863 = 100% 
29,510= 23% 


41,048 = 100% 
10,027= 25% 


Canadas Fe Aes Se ais AES CEN Si OP Aer 142,972= 79% 51,141= 83% 

Pemampror ince etn... ORAS ?.. OP Oooh 128,867= 71% | 42,438= 69% 
Ethnic Origin 

BPACESHALSIOS! Soin c We sie eas SNe wai vielen te + efoto oe 132,555= 73% | 33,095= 54% 
BRBLG DAL onl dl on Ss cene-o «oni siesta leleycvs fatacs! ove sielector store a opers 38,311 = 100% 10,199 = 100% 

ed SEE lec o elip mae abd ly gape aaah WAMIIS Gombe F085 PEW PR PPE 6,156= 60% 

Post 1945 eeeeeeeeee ec ereeeceeee eeoeeee eeoeseeseceoee Xs 146 oa 60% 1,997 = 20% 
Schooling 

Population 5 years + not attending school ........ 118,798 = 100% 39,288 = 100% 

Wiitversityiae seek. cen. Serer ahe terete ateclele are stcrat eee 8,487= 7% 1,693= 4% 

Big OCHOON css). POD, Mes oe ORE 67,748= 57% 19,430= 50% 
Earnings 

Average earnings wage earner family heads....... $ 4,405 $ 3,910 


Working Wives (City) 
Total husband-wife families ....... sie! sisfasohel cies Ses 
RRR MRS WIVES 8, oie 'a wid «0's 000.060.0090 0 Bieta teln este nals 


City Dwellings 


37,560 = 100% 
11,815= 31% 


7,358 = 100% 
1,863= 25% 


HOtal reseiiecicee cee ae atetee.e te 8s ahetete aerate «che Stele 47,428 = 100% 9,562 = 100% 
BatesO OOLACH Oy. OUR. hive Ns tn « idtdbfe, stateless fran 31,133= 66% 6,665= 70% 
Built ‘since.1945.. oj. wei MA oveyoyets Susie MAR BG A ey rst 21,542= 45% 3,250= 34% 
With television iSeticeiavs) sre ciaiw'e'e wove cisions seraheisieiens eis ; 44,012= 93% 8,229= 86% 
Bees tomOb Sl G38 secs oe or aso a le 35,782 = 75% 7,057= 74% 
Median value, owned dwellings .......... Se set ee ete Lo,072 $ 9,310 
Mean rental, rented dwellings ........ POS AE eS oe $ Oa Siui9.62 


along with visual inspection were used to identify duplicated individuals. Finally 
there was derived an integrated longitudinal record of psychiatric care for each 
patient admitted to public psychiatric institutions (in-patient and out-patient) 
in London and Moose Jaw during 1958-1960. 


Differences in Utilization May not Indicate Differences in Morbidity 


It is emphasized that it is not valid to consider these utilization rates of 
psychiatric care as comparing the risk or amount of mental illness in a 
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semi-rural area of Saskatchewan with that of an Ontario metropolis. It is not 
known to what extent the patient-population studied represents the number 
incurring or having a psychiatric illness during that period. 


Metropolitan London 


Description of Psychiatric Facilities 


Metropolitan London had a concentration of private psychiatrists, out- 
patient clinics and in-patient facilities. There were two out-patient clinics for 
adults and children, one located at the largest General Hospital; the other, 
operated by the Ontario Mental Health Division, was independent. The two 
psychiatric units in general hospitals had a total of 82 beds. A 1,100-bed mental 
hospital was operated by the Ontario Mental Health Division, and the Federal 
Government had an 873-bed mental hospital.* In addition, there was a Children’s 
Psychiatric Research Institute, which began operation during the latter part of 
1960,° and over 8 psychiatrists in private practice. It was not feasible to survey 
those patients seen exclusively in the offices of private psychiatrists. 


Regional differences in mental hospital admission rates from the 14 counties 
of western Ontario during 1950-52 were calculated by Buck, Wanklin and 
Hobbs.® While Middlesex County ranked eighth in over-all admission rates, rates 
for those aged 15-64 were second lowest, and for those aged 65 and over, 
second highest. For 1955-57 over-all admission rates from the five largest 
Ontario counties to mental hospitals and hospitals for the mentally retarded 
were lowest for Middlesex County.’ 


Trends in mental hospital admissions, and patients in residence or on books 
from Middlesex, Carleton, and Essex counties for 1958-60 are shown in Appendix 
21-1. The rate of patients in residence or on books of mental hospitals was lower 
in Middlesex County than in Carleton or Essex counties. 


During the three-year period 1958-1960 a total of over four thousand first 
admissions were reported from the four in-patient settings and 3,700 new 
patients to the two public out-patient clinics. Over-all statistics for these insti- 
tutions, including patients from outside Metropolitan London, are found in 
Appendices 21-2,3,4. 


Attendance for In-patient or Public Out-patient Care 


During the three-year period, 1958-1960, at least 2,475 individual residents 
of Metropolitan London were admitted to local psychiatric in-patient facilities or 
were seen by psychiatrists in two general out-patient clinics. Additional to this 
1.5 per cent of the population, there were an unknown number of psychiatric 
patients seen only in the offices of private psychiatrists, in the psychiatric 
out-patient departments of the Federal Hospital, the Children’s Hospital, or the 
Children’s Psychiatric Research Institute, or continuously hospitalized during 
this period. 


4The epidemiology of mental hospital admissions has been intensively studied for this area by 
Dr. G. E. Hobbs and members of his department at the University of Western Ontario. 

5 Not included in this survey. 

®°Buck, Carol, et al., An analysis of regional differences in mental illness, op. cit. 


7TOntario Department of Health, Division of Medical Statistics, Regional Variation in the First 
Admission Rate, Ontario Mental Hospitals 1955-57, op. cit. 
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TABLE 21-2 


RESIDENTS BEGINNING LOCAL PSYCHIATRIC IN-PATIENT CARE OR 
ATTENDING PUBLIC PSYCHIATRIC OUT-PATIENT CLINICS, 
METROPOLITAN LONDON, 1958—1960 


| Estimated WuBe sr Minimum Ratio 
Bee ecu ee eiton Pamente Bet gels os 
Es (1958-1960) | Per I, oputarion 
ousands) (three-year period) 
| aN 

WAC ET MUON Meer sdevele Mere eit o eree ticcet cre 50 407 8.1 

SOA sree evoteleus slaptncke ake Po Oiiersdskiic NS 105 1,756 16.8 

Ooties tet ellen rele cee le ol deals oleic a 15 312 20.6 


= 
EER! “aero e Ve eran eer seeres « stats 5 Soom 170 | 2,475 14.5 


Note: Patients seen only in the offices of private psychiatrists are excluded, 


First Admission for In-patient Care 


Patients reported as first admissions to the four local in-patient facilities 
during 1960, who had not been identified as receiving previous hospital care 
during 1958 or 1959 formed the numerator for this estimate of the first admission 
rate. The hospitals included the two public psychiatric units, a provincial mental 
hospital and a federal mental hospital. 


TABLE 21-3 


FIRST ADMISSIONS! TO LOCAL PSYCHIATRIC IN-PATIENT FACILITIES, 
BY AGE AND DIAGNOSTIC GROUPS, 
METROPOLITAN LONDON, 1960 


Annual Ratio per 
Byeraber 100,000 Population 
Total J recdn1S-64 | 6st"! Total persed BE! Yall oy 
ALL DIAGNOSES....... 361 17 288 56 D12 34 275 369 
Functional psychoses... 83 3 WE 8 49 6 69 53 
Non-functional psychoses By _ 20 32 31 _ 19 201 
Psychoneuroses........ 161 9 139 13 95 18 133 86 
Other diagnoses........ 65 5 57 3 38 10 54 20 


1Unduplicated patients reported as first admissions during 1960 who had not been previously 
hospitalized during 1959 or 1960. 


The over-all first admission rates increased with age and were highest for 
psychoneuroses. Among the patients aged 15-64, half of the admissions were 
diagnosed as psychoneuroses, and one-quarter as functional psychoses. Among 
those aged 65 and over, non-functional psychoses made up four-sevenths of 


the diagnoses. 


One-fifth of the patients (N=64) were non-voluntary admissions. About 
one-half of these non-voluntary patients were diagnosed as non-functional 


psychoses. 
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At the end of 1960, 25 of the 361 patients (6.9 per cent) still remained 
in hospital. One-half (N=13) of these remaining patients were diagnosed as 
non-functional psychoses. 


Moose Jaw Area 


Description of Psychiatric Facilities 


In Moose Jaw in- and out-patient psychiatric services were provided by 
psychiatrists based in the local general hospital.8 The services included psychiat- 
ric consultation and treatment for in-patients, out-patients and for aged patients 
in the local nursing homes. A provincial hospital for mentally defectives was 
located in Moose Jaw, but local children were assessed for admission at the 
mental health clinic. Medical staff consisted of two qualified psychiatrists and 
two residents in training, and accommodation for psychiatric in-patients 
amounted to 24 beds. It is recognized that some Moose Jaw patients may have 
attended private psychiatrists in Regina, or have been hospitalized elsewhere. 
However, none of these Moose Jaw patients would have been hospitalized 
elsewhere without previous contact with the local psychiatrists. 


The over-all statistics for the psychiatric unit are shown in Table 21-4. 
During the three-year period 1958-1960, there were 383 first admissions (to 
any psychiatric in-patient service), and 386 re-admissions; 53 patients were 
transferred to other mental institutions. Average occupancy ranged between 67 
and 83 per cent, and the mean stay of separations was about 24 days. In the 


TABLE 21-4 


VARIOUS STATISTICS OF PATIENT CARE, 
MOOSE JAW UNION HOSPITAL, DEPARTMENT OF PSYCHIATRY, 


AUGUST 1, 1957-JULY 31, 1961 
1959-60 


1957-58 | 1958-59 


IN-PATIENT UNIT 
ADMISSIONS 


Malem irc cl c.cosuakele efetedetetercicis e. sieberel'e'e stave 6.8 


DIAGNOSES OF FIRST ADMISSIONS 
PisychoSes) iisi.cielert ers eve iO: OS OO GOGO. 


PSV CHONEUFOSES: Ubecie cisicleteleiercleter eve e's eleteters 
OtheridiagnOSeSs  cere.e stele erevelel stele ciel es cre e's) 6 


TRANSFERS TO MENTAL HOSPITAL 
OUT-PATIENT CLINIC 

INEWIDatIeH tS. cra wie eters aioicticle ove level shore syeibpele) 

Number of interviewS..cecvceccccccce Ae 


Source: O’Reilly, P.O., The development and function of a comprehensive psychiatric service 
in the Moose Jaw Union Hospital, op. cit. 


8This is described in O’Reilly, P.O., The development and function of a comprehensive 
psychiatric service in the Moose Jaw Union Hospital, op. cit. 
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out-patient clinic, 1,217 new patients were seen, and a total of about 11 thousand 
psychiatrist interviews given. 


About 7,000 of these interviews were with residents of the Moose Jaw area, 
a ratio of four interviews per 100 total population per year. This ratio of four 
psychiatrist interviews per 100 total population is similar to the ratio of four 
psychiatrist-hours per 100 (MS(A)I subscribers described in Chapter 18). For 
the out-patients seen during the three-year period, the mean number of 
interviews was about seven per patient, and a median of three interviews. 


Attendance for Local Psychiatrists’ Care 


During the three-year period 1958-1960, a total of 1,064 residents of the 
Moose Jaw area were seen by the local psychiatrists at the out-patient clinic, 
in-patient unit or in home visits. 


TABLE 21-5 


ATTENDANCE FOR LOCAL PSYCHIATRISTS’ CARE, 
MOOSE JAW AREA (CENSUS DIVISION 7), 


1958—1960 
Estimated | Number Residents| Ratio Psychiatrists’ 
Age Group Population Seeing Local Care per 1,000 
(years) 1959 Psychiatrists Population 
(thousands) (1958—1960) during 3 Years 
ay E 

RERIOI AUS ote Mi aiede' ¢ clele Galoees caeie Ss 19 121 6.2 
DPR ae wate aie woo 4in wo as 0 0 5 ee 34 729 22 
DOME Le rVerere ei cueve,sieleieus ie are oles 6 66 6 214 34.3 
PT ohaliees | MEAOT cl ikhs.. 60 1,064 17.7 


Within a three-year period, at least 1.77 per cent of the total population 
were seen by a psychiatrist. The proportion attending psychiatrists was lowest 
for children, and highest for the aged. 


First Admissions for Local In-patient Care 
This consists of 224 admissions who were reported as not having been 
hospitalized in any psychiatric in-patient facility previously. 
TABLE 21-6 


FIRST ADMISSIONS TO LOCAL PSYCHIATRIC IN-PATIENT UNIT, 
BY AGE AND DIAGNOSTIC GROUP, 
MOOSE JAW AREA, 1958—1960 


Annual Ratio per 
100,000 Population 


Number 


ALL DIAGNOSES........--. 

Functional psychoses....... stays 36 16 
Non-functional psychoses........ Lz 7a 
PsychoneuroseS.c.c.c.0 « 00.0.0 6 oe 6 «0: 112 


Remaining diagnoses ........... 
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In addition to this local care, 113° residents of the Moose Jaw Health Area 
were reported to D.B.S. as first admissions by psychiatric in-patient facilities 
outside Moose Jaw. Upon the assumption (quite unjustified) 1° that these 113 were 
exclusive of those hospitalized in the Moose Jaw Union Hospital, and had not 
been hospitalized elsewhere previously, the rate of first admission would be 187 
per 100,000 total population, and 223 per 100,000 for those aged 15-64. 


The ratio of first admissions to readmission events was 1:1, for patients from 
the Moose Jaw area as well as for those outside the Moose Jaw area. The median 
stay of discharges was 25 days for both first admissions and readmissions. The 
proportion transferred to mental hospital was similar among first admissions (6.7 
per cent) and readmissions (8.6 per cent). Three-quarters of the first admissions 
sent to mental hospital were psychoses of the senium. Among the readmissions so 
transferred, one-quarter were psychoses of the senium and one-half were 
schizophrenic. 


Incidence of Psychiatric Consultation 


Reliable information was available as to prior in-patient or out-patient 
psychiatric care, so it was possible to estimate the incidence of initial psychiatric 
consultation. Annually, one-fifth of one per cent of children, one-half of one per 
cent of those aged 15-64, and three-quarters of one per cent of those aged 65 and 
over were seen by a psychiatrist for the first time. 


TABLE 21-7 


ANNUAL FREQUENCY OF INITIAL PSYCHIATRIC CONSULTATION, 
MOOSE JAW AREA, 1958—1960 


Annual Ratio per 
100,000 Population 


Unass Total | 094° | 15-64 
ALL DIAGNOSES...... couoogeos 
Functional psychoses.......+.e- 
Non-functional psychoses...... ot 
PsychoneurosSes. .-..-seccceeres 


Remaining psychiatric diagnoses . 


No psychiatric diagnosis ........ 


Of the population aged 15 and over, 5.4 per 1,000 per year were seen by a 
psychiatrist for the first time. This frequency is similar to the ratio of 5.7 per 
1,000 reported for referrals (who had not received consultation during the 
previous year) in northeast Scotland.!! 


® Three-eighths (N=42) of these 113 admissions were over 65 years old, and admitted to mental 
hospitals; 9 were admitted to the hospital for mentally defectives, and 25 were admitted to 
psychiatric units. The remaining 37 admissions were patients below the age of 65 admitted to 
mental hospitals. During January-June of 1958-1960 a total of 17 patients under the age of 65 were 
reported as first admissions to Weyburn Mental Hospital. All 17 patients were discharged alive 
before the end of the calendar year of admission within a mean of 60 days. Nine patients 
diagnosed as functional psychoses were discharged within a mean of 88 days. 


At least one-half of these 113 patients had been previously hospitalized in the Moose Jaw 
Union Hospital psychiatric unit. 


Innes, E., and Sharp, G. A., A study of psychiatric patients in North-East Scotland, J. ment. 
Sci. 108:447-456, 1962. 
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Psychiatrists’ Care in Moose Jaw 


In summary then, the Moose Jaw area, with a population of 60,000, had a 
total of four psychiatrists (two specialists and two residents) based in a local 
general hospital with an out-patient clinic and a 24-bed in-patient unit. About 
half of these psychiatrists’ time was spent with patients from the local area. 
Nearly 0.6 per cent of the local population were seen each year. The great bulk 
of intensive in-patient care was provided in the local psychiatric unit. The ratio 
of psychiatric beds utilized locally was less than 0.4:1,000. In addition to 
in-patient care, the psychiatrists provided four interviews per 100 local popula- 
tion per year, plus an additional 1,300 interviews per year to residents from 
outside the study area. 


TABLE 21-8 


ANNUAL FIRST ADMISSION RATES! TO IN-PATIENT FACILITIES 
PER 100,000 POPULATION AGED 15-64, 
VARIOUS CANADIAN COMMUNITIES, 1958—1960 


British Columbia 


Metro- Moose Metropolitan | Rest of 
politan Jaw Vancouver | British 
London?| Area | Saskatoon! Sask.?| and Victoria | Columbia 


Saskatchewan 


ALL DIAGNOSES. ......... 275 
69 
19 


Functional psychoses...... 


Non-functional psychoses... 


PSyChOneuroSeS. vce. + see 


Remaining diagnoses ...... 54 


l1Admission rates based on unduplicated individuals for whom records of previous hospitalization were 
not found. 


2?Admission rates for metropolitan London are for 1960. 


3Includes Moose Jaw area. 


Comparison with Other Communities 


The proportion of the population attending a psychiatrist in London and 
Moose Jaw is compared with data available from other communities in the 
United States, Scotland, Denmark, and from Vancouver, shown in Appendix 
21-5. : 


Rates of first admission to in-patient facilities in London and Moose Jaw had 
been determined for unduplicated patients and may be compared with the data 
for unduplicated patients from Saskatchewan and British Columbia in Part III. 
Rates for the population aged 15-64 were highest in Metropolitan London and 
lowest for the Moose Jaw area. Although speculation upon diagnostic usage is 
hazardous, it is worth while to note that in four of the areas there were rela- 
tively similar rates for functional psychoses, ranging from 58 to 69 per 
100,000, and a range of 67 to 73 per 100,000 for admissions diagnosed as psycho- 
neuroses from four areas. 
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Conclusions 


(i) The proportion of the population attending out-patient clinics, or being 
admitted for in-patient care, was 1.5 per cent in Metropolitan London and 1.8 
per cent in the Moose Jaw area during the three-year period 1958-1960. 


(ii) The proportion attending psychiatrists was least among children, and 
highest among the aged. 


(iii) The rates of first admission for in-patient care were higher in 
Metropolitan London than Moose Jaw, being nearly doubled for functional 
psychoses and psychoneuroses in the 15-64 age group, 202 per 100,000 against 102 
per 100,000. 


(iv) The rate of initial psychiatric consultation was 0.5 per cent per year for 
Moose Jaw residents aged 15-64. 


(v) The bulk of in-patient care for first admissions from the Moose Jaw 
area was provided with less than 0.4 general hospital beds per 1,000. 


(vi) The rates of psychiatrists’ utilization in Metropolitan London and 
Moose Jaw were not higher than those reported from other communities in the 
United States, Scotland, and Denmark. 


CHAPTER 22 


ESTIMATING NATIONAL REQUIREMENTS 
FOR HOSPITAL CARE 


Introduction 


The mechanical application of arbitrary formulas for calculating the 
required number of psychiatric beds has been deplored in Chapter 3. Many 
factors are involved in evaluating the need for in-patient facilities and include 
the following: the availability of medical facilities, services, and personnel; 
hospitalization practices of physicians; demographic and economic characteristics 
of the population; and the availability of transportation and communication 
resources.! 


As described in the preceding chapter the utilization of services will 
approach the need for such care, the greater the availability of those 
services. In this chapter estimates will be made of the bed requirements 
indicated by some of the utilization data previously described.? The needs for 
patients with mental retardation will be described separate from those for 
patients with psychoses, psychoneuroses, or personality disorders. 


Reduction of Long-stay Patients in Mental Hospitals 


International Trends 


The total number of patients in mental hospitals has decreased markedly in 
Britain and the United States within the last ten years. Similar reductions in the 
ratio of hospitalized patients to population have occurred over longer periods of 
time for Ontario (Table 12-10) and have been described for Denmark, and 
Victoria, Australia.? 


Tooth and Brooke‘ have estimated that the long-stay population of mental 
hospitals in England and Wales was running down at a rate which, if continued, 


1United States Department of Health, Education, and Welfare, Public Health Service, 
Hill-Burton State Plan Data for Hospitals and Related Medical Facilities, Washington: United 


States Government Printing Office, 1963. 


2Further research in utilization of hospital care should include studies of: the attitudes and 
perceptions of physicians and of the public; use-rates under varying methods of medical care 
organization; methods of remuneration of physicians; medical evaluation of patients at a given 
time; medical criteria for admission; use of casualty departments; unmet hospital needs and 
waiting lists. United States Public Health Service, Research in Hospital Use, Progress and 
Problems: A conference report, Fublic Health Service publication No. 930-E-1, Washington: 
United States Government Printing Office, 1962. 


3Richman, A., and Kennedy, Peggy, on. cit. 


‘Tooth, G. C., and Brooke, Eileen M., Trends in the mental hospital population and their effect 
on future planning, Lancet, i:710-713, 1961. 


312 ROYAL COMMISSION ON HEALTH SERVICES 


would eliminate it in about 16 years. At the same time replacement by a new 
long-stay population was occurring which might build up to about 89 patients 
per 100,000. These national estimates have been both supported®® and 
criticized™’®® but not refuted. ' 


Comparison of Reduction in Canada with England and Wales 


The rate of reduction of Canadian long-stay patients is quite similar to those 
for England and Wales. Within three years, about one-fifth of the long-stay 
patients had left hospital in each area. 


TABLE 22-1 


REDUCTION OF LONG-STAY? PATIENTS,” WITHIN THREE YEARS, 
ENGLAND AND WALES, 1954; CANADA, 1955 


England & Wales? 


All Institutions 
Females 


Public Mental 
Hospitals »« 
Both Sexes 


Males Females 


Number of long-stay patients 


TOOT iia ties as cates es 48,281 33,692 
Number remaining three years 

latenarran. BO ROM Aw6 DH OOS 39,497 27,390 
Percentage remaining three 

years later cs. scales ee 82% 81% 


2 Patients admitted more than two years previously. 


2 England and Wales — patients in residence, mental hospitals, Dec. 31, 1954, Canada — patients on 
books, Dec. 31, 1955. 


* Tooth, G.C. and Brooke, Eileen M., op. cit.» Lancet i., 710—713, 1961. 


S Department of National Health and Welfare, Mental Health Division, Selected Health Statistics, 
Canada 1955—1960, op. cit. Patients diagnosed as mental deficienty are excluded from the Cana- 
dian data in order to achieve greater comparability with Britain where these patients are generally 
hospitalized outside of mental hospitals. 


The ratio of 89 long-stay patients per 100,000, estimated by Tooth and 
Brooke, would represent about 20,000 patients for the Canadian population of 
22.6 million projected for 1971. 


5Cross, K. W., and Yates, Janet, Follow-up study of admissions to mental hospitals; some 
results relevant to further planning, Lancet, i1:989-991, 1961. 


®Brooke, Eileen M., Factors affecting the demand for psychiatric beds, Lancet, ii:1211-1213, 
1962. 


7Rehin, G. F., and Martin, F. M., Psychiatric Services in 1975, London: Political and Economic 
Planning, 1963. 


8Baldwin, J. A., A critique of the use of patient-movement studies in the planning of mental 
health services, Scot. Med. J. 8:227-233, 1963. 


°Gore, C. P., et al., Needs and beds, A regional census of psychiatric hospital patients, Lancet, 
ii1:457-460, 1964. 
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Reduction in Age-specific Rates for Long-stay Patients, 1955 and 1960 


From tabulations giving age-specific rates for patients with psychoses in 
mental hospitals in 1955 and 1960 (Table 8-12) the average annual percentage 
reduction in rates can be calculated. Projected age-specific rates can be then 
estimated by assuming the average annual percentage reduction in these rates 
would continue.!° 


TABLE 22-2 


PROJECTED NUMBER OF LONG-STAY PATIENTS? 
WITH PSYCHOSES IN MENTAL HOSPITALS, 1971, 
ASSUMING CONTINUATION OF 1955—1960 TRENDS 


Age Group (Years) 


65+ 
Raterper LOO, COO OS Sore ett cl ccciccscchete « merece oe 650 
TOGO es haie Taligl sie¥e. 6 alors eis «6 s:0'e 593 
Average annual 
percentage change ...... Mis eos cere siaie atens = VERGE 
Projected rate 
per 100,000, 1971 ...... etav etch aterciee: sitetetete ts mires 38 482 
Projected population 
(thousands); 1971 os taa% occ Sieleersisleleieis ett ORT OSS Om Be 444 451235 7%| 15 788.3 
Projected number 
of patients, 1971 ..... MepevelorWevclayerelevarers cts 6 ; 2,566 2,468 12,289 8,620 
Actual number of 
long-stay patients 


with psychoses, 1960 .........eeeeee AO OID. OH 2,924 4,935 14,106 8,246 


, Projected number of long-stay patients with psychoses for 1971 is based on the assumption that the 


percentage change in age-specific rates during 1955 — 1960 would continue. | 


The number of long-stay patients with psychoses projected by Kramer’s 
method for 1971 is about 26,000. This is 14 per cent less than the number 
(30,281) remaining at the end of 1960. If the ratio of long-stay patients to 
population did not decrease,’ and remained at the 1960 level of 170 per 100,000 
population, one would expect 38,400 long-stay patients with psychoses on books 
of mental hospitals in 1971. 


TABLE 22-3 


PATIENTS ON BOOKS OF PUBLIC MENTAL HOSPITALS, 
BY DIAGNOSTIC GROUP AND TIME SINCE ADMISSION, CANADA, 1960 


All Under 2 Years 


2 Years and Over 


AMES DIAGNOSES TSO. ee eta 58,653 17,914 40,739 
PGVCDOSOS so. MASCR sc cusses sa thesia eds 43,511 13,230 30,281 
Mental:retardation® me oo c5).5). .%.. ss's'wes os 9,620 1,767 7,853 


5,522 2,917 2,605 


coor eee ees ec ee ress 


2 Includes mental retardation with epilepsy. 


This method is described by Kramer in Trends of the Public Mental Hospital Population of 
the Nation, op. cit. 


This is unlikely, as evidenced by the continuous decrease in retention shown in Table 22-6. 
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Decreasing Retention of Long-stay Patients with Psychoses 


The number who became long-stay patients in all Canadian institutions 
each year has remained relatively constant since 1953. 


TABLE 22-4 


NUMBER OF PATIENTS REMAINING CONTINUOUSLY ON THE BOOKS 
AT THE END OF THE TWO CALENDAR YEARS AFTER THE YEAR OF ADMISSION, 
BY DIAGNOSTIC GROUP, ALL INSTITUTIONS, 1953, 1955, 1958. 


Year of Admission 


Diagnostic Group 


ALL PATTIE NES. \2 ss: tos oslo, tsissteter dake cfs) seco one 0 <.6 os eueceuers 

Schizophrenia and paranoid psychoses...............2+.- 1,097 
Affective psy.choSes gic rorsrciede rebate so) cpavete nosey anenciorsiieisyskoyeuencuews 278 
Senile psychoses 0. s/crsin actors eke Coot etele ote atte le Vets ote 6.'e os1).0 574 
Mental deficiency 4h lane wd tite adie s shovels sco 6 vce aye sregsua's 1,062 


Remaining: diagnoses. A .repeewerene steeihehsbesceiersVor shoes) wie < eeouces 


2 Number of patients remaining at end of 1955. 


2 Number of patients remaining at end of 1957. 
3 Number of patients remaining at end of 1960. 


For patients diagnosed as psychoses in public mental hospitals, the number 
becoming long-stay patients has steadily decreased from 2,373 for those 
admitted in 1953 to 2,186 for those admitted in 1960. 


TABLE 22-5 


PATIENTS DIAGNOSED AS PSYCHOSES, 
NUMBER REMAINING CONTINUOUSLY ON THE BOOKS 
FOR TWO CALENDAR YEARS AFTER ADMISSION TO MENTAL HOSPITAL, 
BY YEAR OF ADMISSION, 1953-1960 


Year of Admission Number of Patients 
1953 dy cveverersi clone onsiehateteceleterenene Bio Keyes feVeNereheste; ox 2373 
VOSS ss, tential ozevens.e learene OOOO TOO GO OOD DIS 2,291 
POS Siereustemetere ails Yei's: sf otouetererelescue chest eetoherer eine, 6 2,321 
i} OS G sforeds stelerehehe ators one S60 00000000 HOT 6. 4OmDd 2,284 
NOS 7 ose ROCCE HO ICRU COIR ORL CHOI CAC CHORES rs 22257; 
LOSS. Fas eile oie 1cl'c.opeue guccere ee obeys ele! eheuetetere erate - 2,214 
VOSO & NaH 0 Dt alsete ee ate MeN etlatiato tone lateterete 2,186 
LOGO starter teeiateieis aie s, ore a ieietenelous aieholere torches cela 2,186 


Source: Richman, A., Mental Hospitals in Canada, 1955—1962, unpublished data. 


More marked decreases have occurred in the subsequent retention of these 
long-stay patients. Although a larger number of patients were admitted in 1956 
than 1952, there were fewer of the 1956 admissions remaining 6-7 years 
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(N = 1,013) than there were 1952 admissions remaining 9-10 years (N = 1,129). 
For the group staying 4-5 years there was a 32 per cent reduction from 1,865 for 
admissions during 1952 to 1,272 for admissions during 1958. 


TABLE 22-6 


RETENTION OF PATIENTS WITH PSYCHOSES 
ADMITTED TO CANADIAN PUBLIC MENTAL HOSPITALS, 
1952, 1954, 1956, 1958, 1960 


Year of Number of Years after Admission 
Admission 


Source: Richman, A., Mental Hospitals in Canada, 1955—1962, op. cit. 


The Need for Concomitant Development of Community Mental 
Health Services 


The ratio of 1.8 beds per 1,000 for England and Wales has been described as 
taking no account of any contribution from the expansion of community mental 
health services or from further advances in medical treatment and “. .. may well 
prove too high.’’!2 


Maclay!? has emphasized the need for this concomitant development of 
community services. 


“The pattern of hospital services makes no sense unless it is linked with a whole new 
development in the community services for the old, the sick, the mentally ill, and the 
mentally subnormal....What is needed is the provision of a complete range of 
services graduated to cater for the complete independence of full mental and physical 
health, and the almost complete dependence of the old or subnormal when the need 
for care and attention is little short of that which only a hospital can provide.” 


Kramer!‘ has indicated that reduction of the mental hospital population in 
the United States by 50 per cent within the next decade or two is quite possible, 
provided appropriate hospital and community programs for treatment, care and 
rehabilitation are developed to make possible the placement of many patients 
now in these hospitals in community facilities more appropriate to their needs 
than the public mental hospital, the reduction of admissions to these hospitals, 
and the rapid turnover of patients who must be admitted to these institutions. 


1z2England and Wales, Ministry of Health, A Hospital Plan for England and Wales, London: 
Her Majesty’s Stationery Office, 1962. 


13 Maclay, W. S., Trends in the British mental health service, Proceedings of the Third World 
Congress of Psychiatry, Montreal, 1961, Vol. I, Toronto: University of Toronto Press, 1962, 
pp. 98-102. 


14Kramer, M., Trends of the Public Mental Hospital Population of the Nation, op. cit. 
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Such programs would include: 


—Comprehensive community mental health centers and the associated 
broad spectrum of in-patient, out-patient, preventive, therapeutic, and 
rehabilitative services; 


—Additional psychiatric services in general hospitals; 


—Adequate in-patient and out-patient facilities and programs for the care 
of seriously emotionally disturbed children and adolescents; 


—Satisfactory facilities for the placement of chronic and aged psychotics; 


—wNursing homes and other facilities for patients with mental disorders of 
old age. 


The services proposed for community mental health centres in the United 
States have been described by the Department of Health, Education, and 
Welfare. For a population of 100,000, services would include an in-patient unit of 
25 beds, round-the-clock emergency services, out-patient consultation and care 
for up to 3,000 persons annually, and provision for 50 places for partial day or 
night care.5 Consultative services to personnel in community agencies and 
educational services to the general public would also be provided. The profes- 
sional staff necessary for such a center has been estimated to be (per 100,000 
population) 10 psychiatrists, 8 psychologists, 8 social workers and 19 nurses.1® 


Cawley and Trethowan!’ have suggested that under optimum conditions of 
psychiatric practice the number of beds can be reduced, and day hospital and 
hostel places, out-patient facilities and community services proportionately in- 
creased. They propose that accommodation for intensive treatment of day- 
patients amount to 0.3 places per 1,000, and 0.2 places per 1,000 for rehabilita- 
tion of day-patients. The need for adequate accommodation in hostels where 
patients may stay for short periods, should alterations in home circumstances 
make this desirable, or for longer periods when living at home was not 
possible for psychological or social reasons, was stated as 0.1 short-stay beds 
and 0.6 long-stay beds per 1,000. 


In further discussion of a balanced hospital community, wherein hospitals 
are planned as a group of buildings providing facilities appropriate to the 
various needs of all classes of patients drawn from a defined population, Cawley 
and Trethowan suggest that there be (for a population of 100,000) a child and 
family psychiatric unit with provision for 25 in-patients, and 10 day-patients, an 
adolescents’ unit with provision for 20 in-patients and 10 day-patients, and a 
unit for psychopaths with provision for 10 in-patients and 10 day-patients. 


The establishment of special units for psychopaths and other dangerous 
violent and criminal patients has been advocated by a British Working Party 


United States Department of Health, Education, and Welfare, Hearings before a Subcommittee 
of the Committee on Interstate and Foreign Commerce, House of Representatives on S. 1576, July 
10-11, 1963, Washington: United States Government Printing Office, 1963, pp. 19-20. 


16United States Department of Health, Education, and Welfare, Hearings before a Subcommittee 
of the Committee on Interstate and Foreign Commerce, House of Representatives, on H.R. 3688, 
2567, 3689, March 26-28, 1963, Washington: United States Government Printing Office, 1963, p. 101. 


17Cawley, R. H., and Trethowan, W. H., Psychiatry and the balanced hospital community, op. 
cit. 
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of the Ministry of Health and Home Office.!8 This would involve the establish- 
ment of special units for observation, diagnosis, treatment, and training and 
research. In addition to units specially designed for the treaiment of dis- 
ruptive patients in each region, when both voluntary and compulsorily detained 
patients can be kept with some success, there should be special hospitals for 
compulsory detention of patients whose aggressive, antisocial or criminal 
tendencies make conditions of special security necessary whether they have 
appeared before a court or not. 


National Estimates of In-patient Needs 


Estimate of In-patient Needs for England and Wales, 1975 


On the basis of the decline in the mental hospital population predicted by 
Tooth and Brooke, the Hospital Plan for England and Wales has taken a ratio 
of 1.8 beds for 1,000 population as a probable limit of requirements by 1975 
(compared with the 1954 ratio of 3.3 beds per 1,000). This ratio of 1.8 beds 
includes 0.34 beds for treatment of up to 3 months in duration, 0.53 beds for con- 
tinued treatment up to 2 years, and 0.89 beds for long-stay patients. A reduction 
of about 67,000 beds in mental hospitals, and increase of about 7,000 beds in 
general hospitals, is proposed.}9'2° 


Estimate of In-patient Needs for Canada 


The following estimates of in-patient requirements”! are based on utiliza- 
tion data for Saskatchewan, described in Chapter 15. These estimates would 
be reduced by more extensive out-patient and community services. 
“In-patient needs cannot properly be determined without a full and efficient out- 


patient service. When the latter has been achieved the proper demand on in-patient 
care can be more accurately measured .. .’’22 


During 1958-60 the estimated first admission rate was 154 per 100,000 
overall and 181 per 100,000 aged 15-64 for Saskatchewan, and 200 per 
100,000 aged 15-64 in Regina and Saskatoon. During the first year following 
admission an over-all average of 100 days of hospital care were utilized per 
patient. Of these hospital days, over two-fifths were used by patients with 
non-functional psychoses, and less than one-third by patients with functional 
psychoses or psychoneuroses. 


Based on a first admission rate of 200 per 100,000 and a mean of 100 
hospital days per patient in the first year following admission, the annual 
days of hospital care per 1,000 population would amount to 200 days (equiv- 
alent to 0.55 beds per 1,000).?3 


Maclay. W.S., op. cit., p. 101. 

1#England and Wales,. Ministry of Health, op. cit. 

20Rehin, G. F., and Martin, F. M., op. cit., p. 2. 

71Accommodation for patients with mental deficiency is separately discussed. 


22Davies, J. O. F., Problems for operational research in the National Health Service in Towards 
a Measure of Medical Care, Operational Research in the Health Services: A Symposium, published 
for the Nuffield Provincial Hospitals Trust by the Oxford University Press, 1962, pp. 1-17. 


23To provide an occupancy ratio of 80 per cent, 0.69 beds per 1,000 would be needed. 
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This estimate of 0.5524 beds for intensive treatment per 1,000 population 
is based on admission rates from metropolitan areas, and hospital use includ- 
ing continuing care for patients with psychoses of the senium and mental 
deficiency. As suitable alternatives will be developed for the care of the aged 
and retarded, it is felt that sufficient provision has been made for the intensive 
hospital care used by readmissions. 


It is emphasized that the above mentioned ratios can be markedly affected 
by the development and expansion of community alternatives to in-patient 
care and it is necesssary to consider these ratios in terms of bed-equivalents. 
Thus, the personnel, plant, and program used for hospitalized patients may be 
utilized by a larger number of patients receiving partial hospitalization, am- 
bulant services, or community supervision. With future changes in program 
the physical space must be used in a variety of ways and, in fact, the develop- 
ment of small, flexible units is advocated.*5 


Hospital Care for Patients with Mental Retardation 


Estimating the hospital needs for patients with mental deficiency is far 
more difficult. The Hospital Plan for England and Wales stated: 


“Very different considerations govern the provision required for the sub-normal and 
severely sub-normal. There are now 1.3 beds per 1,000 population and substantial 
waiting lists which represent a real need for hospital care... On the one hand it is 
necessary to take account of the waiting lists and of the increased expectation of life 
of sub-normal and severely sub-normal, and to allow for the greater readiness of 
parents to seek admission to hospital for the children, particularly as informal 
patients. On the other the expansion of community services will avoid or postpone the 
need for hospital admission in many cases and will enable more patients to be 
discharged. It may also become possible to prevent the occurrence of certain forms of 
mental sub-normality. The net effect of all these factors is impossible to quantify... 
Provisionally it has been assumed that eventually the factors mentioned above will 
more or less offset one another, and plans may need radical alteration in one direction 
or another as time goes on.’’26 


Maclay?’ has stated that since there are influences tending to increase and 
to decrease the pressure on hospital beds for the retarded, care must be taken 
in planning to try to ensure that the obvious need at the moment does not 
lead to provision of too many beds, which will become redundant in the 
future. 


Nationally, between 1951 and 1960, the absolute number of patients under 
hospital care increased by one-half for those diagnosed as mentally defective, 
and by less than 10 per cent for those with psychoses. At the end of 1960 there 
were 19,590 patients with mental deficiency under hospital care, with a 


**Nationally, at the end of 1960, there were 1.3 patients on the books per 1,000 population who 
had been admitted within two years; functional psychoses made up 0.6 per 1,000 and psycho- 
neuroses 0.1 per 1,000. 


*United States Department of Health, Education, and Welfare, Report of the Surgeon General’s 
Ad Hoc Committee on Planning for Mental Health Facilities, Planning of Facilities for Mental 
Health Services, op. cit. 

2eEngland and Wales, Ministry of Health, op. cit. 


27 Maclay, W. S.,.op. cit. 
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median stay of 84 years. The consistent increase in the ratio of patients 
hospitalized with mental deficiency in Ontario between 1937 and 1960, and 
their increasing representation in the total hospital population, has been shown 
in Table 12-14. 


It is likely that many of the patients currently in institutions could be cared 
for in other types of facility. Of the 12,273 patients in California State hospitals 
for the retarded in 1963, evaluation revealed that only 36.3 per cent required 
hospitalization for medical, surgical or psychiatric reasons.28 If alternative facili- 
ties had been available, 30.3 per cent of the patients could have received adequate 
care in a 24-hour nursing home. Another 28.6 per cent could be placed in foster 
homes and 4.7 per cent could return to their own homes or the homes of relatives 
if assistance were available. In the same report, in general, either 24-hour 
nursing home care or hospital care for medical-surgical reasons was 
recommended for the young, severely retarded, non-ambulatory patients and the 
elderly patients. Foster home care or hospitalization for psychiatric reasons was 
generally recommended for the moderately or mildly retarded, ambulatory 
patient. 


Official estimates of the frequency of mental deficiency in the population 
yield no reliable picture. Current estimates of the frequency of retardation 
among pre-school children range from 0.2 per cent,?9 to 23 per cent®® and 3 per 
cent.?! Similarly, the estimated frequency in the population beyond school age 
ranges from one per cent to 3 per cent. In British Columbia the ratio of children 
recorded at the end of 1961 with the Registry for handicapped children as having 
some degree of retardation (both institutionalized and at home) increased from 
0.2 per cent of those below six, to 0.7 per cent for those aged 6-15, and 0.8 
per cent for those aged 16-20 (Appendix 22-1). 


Tarjan®? has estimated the probable frequency of mental retardation in the 
general population to be one per cent. He suggests this lower ratio is due to many 
school children, diagnosed as mentally retarded, disappearing from the labelled 
groups upon adulthood and becoming reabsorbed or adapted in the general 
population, as well as mortality remaining higher among the retarded. The 
prevalence of mild mental retardation is estimated as 0.7 per cent rather than 2.5 
per cent, moderate retardation as 0.15 per cent rather than 0.4 per cent, and 
severe retardation as 0.05 per cent rather than 0.1 per cent. From a general 
population of 100,000, Tarjan expects that instead of identifying 300 mildly 
retarded children under the age of six, 15 would be found, and in lieu of 1,400 
mildly retarded adults over 24 only some 65 would be identified. 


California Department of Mental Hygiene, Research Division, Biostatistics Section, Survey 
of Patient Needs for Residential Care and Assistance: Hospitals for Mentally Retarded, Pre- 
admission Services, 1963; Bulletin No. 34, August 1963. 


2United States Department of Health, Education, and Welfare, Report of the Surgeon General’s 
Ad Hoc Committee on Planning for Mental Health Facilities, op cit., p. 16. 


Association for Retarded Children in Manitoba, brief submitted to the Royal Commission on 
Health Services, Winnipeg, January 1962. 


31Canadian Association for Retarded Children, brief submitted to the Royal Commission on 
Health Services, Toronto, May 1962. 


Tarjan, G., The next decade: Expectations from the biological sciences, J. Amer. med. Ass. 
191 :226-229, 1965. 
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The majority of the retarded in the community are not regarded by Cawley 
and Trethowan?* to require medical care per se: 


“The requirement is primarily for special educational and training procedures, 
occupational therapy and sheltered employment, in a social group in which some of 
the mentally subnormal will be resident whilst others live outside...” 


The need for strengthening the programs of community mental health 
services in the area of mental retardation has been emphasized by the Canadian 
Association for Retarded Children. 


“There is little doubt that community mental health clinics, Childrens’ Hospital 
Clinics and Child Guidance Clinics could go a long way to meeting the special needs 
of the retarded if existing programmes were strengthened through the addition of 
extra personnel, specially trained in the field of retardation, and responsible for the 
development of specific programming for the retarded within the structure of existing 
clinic practice.’’34 


Conclusions 


(i) The proportion of the population in mental hospitals has been decreas- 
ing for some years. The reduction of Canadian long-stay patients is similar to 
that for Britain. Projection of present trends indicates a reduction of 14 per cent 
in the absolute number of long-stay patients with psychoses from 30,000 in 1960 
to 26,000 in 1971. 


(ii) Although the total number becoming long-stay patients has changed 
relatively little between 1955 and 1960, there has been a 15 per cent reduction in 
the number of patients with functional psychoses entering the long-stay group 
with two to three years of hospital care. 


Subsequent attrition of those entering the long-stay category has also 
increased. The number of patients with psychoses remaining four to five years 
after admission was 32 per cent lower for patients admitted in 1958 than for 
those admitted in 1952. 


(iii) Expansion of community mental health services will further reduce 
the needs for hospital care. On the basis of Saskatchewan experience during 
1958-59 it is estimated that in-patient needs for the care of admissions 
(excluding mental retardation) averaged 200 days per 1,000 population. The 
in-patient needs for mental retardation cannot be assessed until better data are 
available from areas with comprehensive programs of community care. 


33 Cawley, R. H., and Trethowan, W. H., op. cit. 


3tCanadian Association for Retarded Children, op. cit. 
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APPENDIX 1-1 


EVALUATION OF HEALTH SERVICES 


This appendix is intended to present some definitions and an outline of the 
basic requirements for the evaluation of health services in general. 


Characteristics and Components of Evaluation 


Definition of Evaluation 


Evaluation has been defined by the World Health Organization! as the 
process of determining quantitatively or qualitatively, and by appropriate 
means, the worth of a thing or event.? This process consists of the factual 
reporting and assessment of the progress made towards attaining the objectives. 
It is therefore essential that the process of evaluation should start at the 
inception of a project, and that it be recognized as an integral and continuous 
part of the responsibility for running a project. 


The minimum steps for determining the amount of success in achieving the 
pre-determined objectives include: 


—formulation of objectives; 
—identification of the proper criteria to be used in measuring success, and 


—determination and exploration of the degree of success. 


Incorporation of Evaluation as Part of Service 


Sydenstricker* emphasized that experiments or innovations in public health 
could only be evaluated statistically when the proper facilities for measurement 
were provided as an essential part of the program. With such incorporation it is 
possible to select or construct methods for evaluation appropriate for the 
particular goals of that program, and the situation in which the program effort is 
being made. Development of evaluation plans along with program plans will 
help to assure that the goals are specific, that criteria of achievement adequately 
represent evidence of goal achievement, and that steps are taken to obtain an 
adequate base line from which to measure change. The results of evaluation must 
be tied closely to program needs, goals and methods in order to be of maximum 
use in making future decisions.® 


1World Health Organization, Manual, Programme Evaluation, X.4, Sept. 28, 1956. 


2“Be sure the juice is worth the squeeze...It takes a measure of energy to squeeze even a 
drop. Be sure that the energy expended by all concerned is justified on the basis of the useful 
characteristics of the drop.’’ Gaines, C. W., ‘““Be sure the juice is worth the squeeze”, Am. J. publ. 
Hlth. 46:215-216, 1956. 


sAmerican Public Health Association, Committee on Public Health Administration, Glossary 
of administrative terms in public health, Am. J. publ. Hlth. 50:225-226, 1960. 


4Sydenstricker, E., The statistical evaluation of the results of social experiments in public 
health, Proceedings of the American Statistical Association, March 1928. 


5Knutson, A. L., Evaluation for What? Proceedings of the Regional Institute on Neurologically 
Handicapping Conditions, University of California, Berkeley, June 18-23, 1961. 
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Evaluation may be said to be built-in when the service or program has a 
record system which allows examination of the performance that the particular 
service is intended to provide.®” 


Formulation of Objectives 


Objectives are the defined end result of specific public activity, to be 
achieved in a finite period of time. They are stated as definite aims or goals of 
action, which should be quantitatively measurable, capable of being reflected in 
standards of performance, and can be long range, intermediate, and short range.® 


The objectives of a program or service should be differentiated from the 
techniques to be used. For example, the objective of a program should not be 
specified as ‘‘to supply public health nursing services”, or “to do mental health 
education’’. Public health nursing services and mental health education are 
techniques used to achieve some pre-determined goal. The goal to be achieved 
by the provision of these services should be spelled out.® 


Usually, it is easier to assess the various components of a program than 
the major objectives. Since any medical or health program has as its major 
objective the reduction of morbidity or mortality, it is necessary to distinguish 
between the evaluation of the effectiveness of the program in attaining the 
major objectives or the ultimate goals and evaluation which will examine these 
components and their effectiveness in the light of the immediate goal. Each 
component and intermediate objective should be also subject to critical 
evaluation.!° 


Appropriate Measures of Effectiveness 


Effectiveness is defined as the degree to which the specific aims are 
achieved.!! The criteria used for estimating effectiveness must be logically con- 
nected to the epidemiologic rationale behind the program.!” Base line measure- 
ments at the time the objectives are established, or suitably matched samples 
or control groups, and some indication of the durability of the effects are 
essential.1% 


6Davies, J. O. F., Problems for operational research in the National Health Service in Towards 
a Measure of Medical Care, Operational Research in the Health Services, op. cit. 


™ This was a regulation that compelled every physician and surgeon to file a complete history 
of each of his cases with the chief medical officer of his district. From diagnosis to complete 
recovery or death, each detail of the handling of each case had to be recorded and placed on 
record for the public to consult. When a citizen requires the services of a physician or surgeon 
now, he may easily determine those who have been successful and those who have not. Fortun- 
ately, today there are few of the latter. The law has proved a good one.” Burroughs, Edgar Rice, 
Pirates of Venus, New York: Ace Books, Inc., no date, p. 68. 


8American Public Health Association, Committee on Public Health Administration, op. cit. 


®American @ublic Health Association, Mental Disorders, A Guide to Control Methods, op. cit., 
Dade : 


Sheps, Mindel C., in Transactions of the 4th Conference on Administrative Medicine, (Edited 
by George S. Stevenson), New York: Josiah Macy Jr. Foundation, 1956, pp. 112-114. 


4American Public Health Association, Committee on Public Health Administration, op. cit. 
Fleck, A. C., Jr., Evaluation as a logical process, Can. J. publ. Hlth. 52:185-191, 1961. 


283United States Department of Health, Education, and Welfare, Advisory Mental Health Council, 
Community Services Committee, Report of the Subcommittee on Evaluation of Mental Health 
Activities, Evaluation in Mental Health, Public Health Service Publication No. 413, Washington: 
United States Government Printing Office, 1955. 
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Efficiency 


Efficiency is defined as the capacity of an individual, organization, facility, 
operation or activity to produce results in proportion to the effort expended.!4 
Activities may be similar in effectiveness, but differ in efficiency. 


It is also necessary to consider service aspects of efficiency (as described by 
Johnson) .15 Service efficiency includes the processes which increase the accept- 
ability of services to the public by providing ready and equal access through 
geographical location, by maintaining the citizen’s ability to influence the service, 
and by adapting the services to the needs of the community as the needs of the 
community change. 


Implementation of Findings 


Evaluation is characterized by the intention that the findings be applied to 
modify the services studied. The distinguishing feature which converts a search 
for knowledge into an evaluation project is the presence of a purpose that the 
knowledge sought is to be used as a guide for practical action.1° 


The Need for Evaluating Existing Programs 


“...Once a service was established it tended to become somewhat stereotyped in 
method. There was not yet a tradition of assessment, and response to changes in the 
problem or to developments in medical knowledge was spasmodic and instinctive 
rather than systematic and planned.” 


“.,.Once services have grown up through pressure by interested bodies and the well 
informed guess of those in authority, there is a tendency towards the development of 
vested interests in the continuance of these services with a corresponding disinclina- 
tion for objective assessment of their value.’17 


Appropriate methods for evaluation must be incorporated into existing as 
well as new programs to ensure that they are effectively reaching their 
objectives.18 Reasons for such evaluation include:19 


—Initial plans are imperfect because direct experience in solving the 
problem is lacking; 

—Disease patterns and social conditions change and a program or method 
designed for one period of time is not necessarily appropriate for a later 
period; 

—tThe priorities assigned to each public health agency’s programs need 
evaluation to ensure a balanced response to the health problem of the 
population. 


American Public Health Association, Committee on Public Health Administration, op. cit. 
Johnson, A. W., Efficiency in government and business, Can. J. publ. Admin. Sept. 1963. 


6Fleck, A. C.. Evaluation research programs in public health practice, Ann. N.Y. Acad. Sci. 
107 (2) :717-724, 1963. 


17Brotherston, J. H. F., Medical care investigation in the health services, in Towards a Measure 
of Medical Care: Operational Research in the Health Services, A Symposium, op. cit., pp. 18-54. 


18In Britain, almost every investigation into the working of the National Health Service made to 
date has resulted in discovery of major differences between actual practice and assumed practice. 
Brotherston, J. H. F., op. cit. 


1°Hilleboe, H. E., Research in Public Health Practice, Lecture at Columbia School of Public 
Health and Administrative Medicine, New York City: April 11, 1962, (duplicated). 
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“The reasons for neglect are worth mentioning. In the past, programmes were usually 
established to solve problems as quickly as possible with available resources. No time 
was given to long-term planning. Once the programme got under way, its administra- 
tors became preoccupied with daily needs. They had little or no time for reflexion 
and appraisal of where the programme was headed or why, how much progress 
toward the stated objective was being made or whether resources were being used to 
get optimum results.’’20 


This preoccupation of program administrators with day-to-day problems 
is also described by Montacute,?! who considers that planning includes both 
identification of the problem, and researching and thinking about it. Identifica- 
tion is a once-for-all job, best done perhaps by practising administrators. But 
unless the planning and research body is available whose job is to carry out 
research, not on the problems of today, but on those of tomorrow, the long-range 
problems will not be tackled in the proper way. Montacute states that special 
organizational provision for evaluation is necessary to solve the problem of 
“Gresham’s Law in administration’, that short-term decisions tend to drive out 
long-term considerations. 


Problems in Evaluation 


There is considerable need for not merely more evaluation, but more 
acceptable evaluation, based as far as possible on the rigorous demands of 
scientific method.?2.23 Problems in evaluation involve failure to adhere to some of 
the principles described above. 


Lack of Accountability of Clinical Services 


Dorken has detailed the manner in which demand for clinical services 
becomes so exclusive that program control and direction are basically lost. 


“In developing the service, at the outset, in response to community need, there is 
usually the hope that it will help to control the problem and have a preventive 
impact. But this development is open-ended, a progressively increasing amount of 
service is provided, yet responsibility for its effectiveness is basically evaded. Service 
does not, by itself, lead to prevention or establish control, is usually without focus 
and direction and, most important, is without responsibility for results. Specifically, 
what are the problems and their proportions? How are these conditions modified, 
controlled or improved? It is essential that the critical factors be isolated in order to 
enhance the impact of our services and techniques. 


“Then there is the concept of accountability, a most challenging proposal, though, 
generally, a most unwelcome and unpopular notion among clinicians who are prone to 
be ego oriented rather than task oriented. A statement of activities is not synonymous 
with accountability. Yet, without defined goals and accountability, control and 
direction are lost and prevention fades into obscurity. Moreover, and this is seldom 


201 bid. 
2Montacute, C., op. cit., p. 254. 
2Klineberg, O., The problem of evaluation, UNESCO, Int. Soc. Sci. Bull. 7:346-352, 1955. 


23‘The current status of Research in Public Health Administration perhaps resembles that of 
the optimistic small boy who, on entering an evil-smelling building, exclaimed: ‘With all that 
manure around, there’s just got to be a pony!’ All administrative studies have detected the 
manure, a few have identified the surrounding footprints, but rarely have they caught and 
mounted the pony.’ Wylie, C. M., Research in Public Health Administration Project, Selected 
Recent Abstracts, Baltimore: School of Hygiene and Public Health, The Johns Hopkins Univer- 
sity, 1963. 
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appreciated in the field, to the public official accountability is a reality of everyday, 
whether knowledge is incomplete, adequate or even accurate; answers, often critical, 
must be given.’’24 


Selection of Inappropriate Criteria of Effectiveness 


Historically, the development of statistical indices for the appraisal of 
organized community health activities progressed from indices of mortality and 
morbidity to data on the volume of facilities and services.25 The uncritical 
comparison of data on community facilities and services with “standards 
established by experts” has been described as indicating that public health 
workers still retain faith in someone’s ability to achieve complete understanding 
of the means of meeting community health problems and could lead to a smug 
satisfaction with conditions which satisfy current opinions.2é 


A simple counting of service given is not evaluation.2? This does not recognize 
the distinction between effort and effect or that sheer activity is no measure of 
achievement toward a goal.?8,29 


“...an extensive series of experiments, ‘to test the often assumed hypothesis that 
increase in nursing staff would effect changes in nursing care in such way as to 
improve patient welfare. The nursing activity changes effected... were judged 
against... clinical measures, such as number of fever days, number of post-operative 
days; scaled measures, such as patient’s mental attitude, patient’s mobility; patient 
activity sampling measures, such as per cent of time spent in bed... No improvement 
in patient welfare was revealed.’’30,31 


The Non-publication of Completed Evaluations 


According to Jahoda and Barnitz many evaluations are never published. 
This adds to the cost of current evaluation and action. Much work could be 
condensed, many mistaken approaches avoided, if every program director 
realized that other people might benefit from what he has learned in evaluating 
his own efforts.®2 


**Dorken, H., Behind the scenes in community mental health, Amer. J. Psychiat. 119:328-335, 
1962. 


*Ciecco, A., On indices for the appraisal of health department activities, J. chron. Dis. 
11:509-522, 1960. 


2eIdem. 
*THilleboe, H.E., Research in Public Health Practice, op. cit. 


*Hilleboe, H. E., Improving performance in public health, Hlth. News, (New York State) 
40:7-18, 1963. 


*“Increase in number of beds in psychiatric hospitals is no measure of improvement of 
services.” World Health Organization, Tenth Report of the Expert Committee on Mental Health, 
op. cit., p. 19. 


Iowa University Nurse Utilization Project, an Investigation of the Relation Between Nursing 
Activity and Patient Welfare, Iowa City, State University of Iowa, 1960, abstracted in Methodology 
in Evaluating the Quality of Medical Care, University of Pittsburgh Press, 1962. 


31It is similarly assumed that increasing the number of personnel on a ward will increase 
the amount of direct nursing care provided patients. This was not substantiated in a study 
reported by Nakagawa, H., and Hudziak, B., Effect of increases in numbers of nursing personnel 
on utilization of time in a psychiatric unit, Nursing Research 12:106-108, 1963. 


%Jahoda, M., and Barnitz, E., The nature of evaluation, UNESCO Int. Soc. Sci. Bull. 
7:353-364, 1955. 
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The Non-application of Evaluation 


While evaluation enables the administrator to make progressive adjust- 
ments in order to reach his goals more effectively,?3 such adjustments are difficult 
to initiate. Fleck states that if personal goals of prestige, salary and influence are 
adversely affected by evaluation, the program adjustments may not take 
place. In addition program operators are more often prone to expend energy 
on starting new operations than changing or discontinuing old ones since rewards 
tend to accrue to the top executive and not to the person who redirects or stops a 
program.*4 


Unless the findings are applied, the evaluation process becomes a mere 
exercise in measurement, a pleasant interlude between the expert dogmas, 
“enlightened” experience and cook-book training which will then continue to 
guide programs.*® 


“Institutions which are man-made may be man-changed. We need to be bold in 
asking critical questions regarding the origin and change of our public health 
agencies. Even though our evaluations may not yield final answers, they may at times 
yield findings more valid than the evidence on which the institution was originally 
established.’’36 


The Need for Independent Evaluation 


Although evaluation should be an integral part of any health program, it 
is also essential that the personnel engaged in evaluation be impartial and 
independent. Fleck describes these aspects in regard to the New York State 
Department of Health. 


“In our own and in other state organizations, the relevancy of any matter as a 
measure of effectiveness of the medical bureaucracy is determined by the medical 
judgement of the person least likely to view the operation without bias, the expert in 
charge of the program. 


“Evaluation, even when done within the privacy of the bureaucratic family, has as its 
purpose the checking of the program experience against the epidemiological rationale. 
This process can theoretically be done within the program family, but unfortunately 
it presents too great difficulties. The first of these is that the program director is 
personally interested in the outcome. The indicated revisions affect his own personal 
goals of prestige, salary and influence. If the effect is adverse the probability that 
changes will be made in a timely fashion is almost nil because of the conflict of 
interest. 


“In setting up our evaluation team we give recognition to the need for an impartial 
approach. At the same time we recognize that the requisite familiarity with public 
health administration dictated that we have someone who could talk the language and 
get to the core of the program. For this reason the department head established a 
special position within the executive branch. It is the incumbent’s responsibility to 
conduct a disinterested inquiry into Health Department activities to control disease. 
This incumbent is basically not personally involved because he is not in charge of the 


8Klineberg, O., op. cit., p. 347. 
Fleck, Andrew C., Jr., Evaluation as a logical process, op. cit. 


James, G., Program planning and evaluation in modern city health department, Am. J. publ. 
Hith. 51:1828-1840, 1961. 


séKnutson, A. L., The influence of values on evaluation in Hlth Educ. Monogr. No. 3, 1959. 
pp. 25-31. 
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program under study. To be realistic, however, he is still part of the medical 
bureaucracy, still subject to departmental custom and is affected by the quality and 
acceptability of his evaluation.’’37 


Other arguments for this independence are presented by Jahoda and 
Barnitz: 
“The evaluation staff—the main decision here is the choice between specialists engaged 
to do evaluation and the use of persons on the programme staff. In favour of the 
second alternative it is often said that no ‘outsider’ can easily acquire the knowledge 
of the programme necessary for evaluation. This is a cogent argument. 


“However, the arguments against using the same staff in action and evaluation are 
even stronger. The most important argument is that the staff member, if he is any 
good at all, must be devoted to his job and convinced that his activities have social 
usefulness. The evaluator must be prepared to discover that the programme may be 
ineffective or even harmful. It is unlikely, to say the least, that the same person can 
simultaneously hold such different attitudes. By and large, then, it is preferable to 
entrust evaluation to a person who has no other obligations toward the programme.”’38 


Cassidy also emphasized the need for continuing non-governmental evalua- 
tion: 
“Non-official research is also essential, both as a contribution towards immediate 
planning for social security and as a continuing service. For it can be frank and 
critical on points that the official report must gloss over lightly. It does not have to 
pass the censorship of the government in power, which, however good its intentions, 
can scarcely afford to permit the publication of material that would be politically 
embarrassing. The universities are the ideal agencies to sponsor this kind of work; but 
they need much more in the way of public support and endowment than they have 
had thus far to enable them to give serious consideration to anything very special in 
the way of social research.”’39 


Bleck; Ax 'C.; Jr., op. cit. 
%8Jahoda, M., and Barnitz, E., The nature of evaluation, op. cit. 


‘Cassidy, H. M., Social Security and Reconstruction in Canada, Toronto: The Ryerson Press, 
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PATIENTS IN OPEN-DOOR WARDS 
OF PUBLIC MENTAL HOSPITALS, 
CANADA AND PROVINCES, DECEMBER 31, 1960 


CANADA .. 
Newfoundland 


INOVauSCOtTA Ls ieres/ eceior o cect otenetele ekelaioueienene leteke siereieue ce) eie.eiexe) 
New Brunswick. «i sista slesekete ofeteioie ofere le cseleve die os] enevoiete le Wie 
OntarrOWerckerciolere.cl she chetereie clereletcheteielelenetels ioteloveter dies of cbeletelien 
ManitOb avewiers) > « aie elevelaleietel eiolcistekelelciotels: sierele disleqa) eis 6 aie: sie) 
Saskatchewan's ss uses e crores erereteta ere Gietels efelete ceie'e eaten ete 
Ail bertaiyejeve tors ofeie eels) stafeuele oteletels olaloic: cveverevclelenele chete, eetereere 


ESE Grerevenehets ofaletohele ele: cscherstekoretelelel evel c.cuscetele: cleo ete: cusierel eterelene 


Patients in Patients in 
Institutions | Open-door Wards 


Per cent 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 


1960, op. cit. 
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FEDERAL MENTAL HEALTH GRANT EXPENDITURES, 


1948 — 1958 


Mental institutions (staff and equipment) 


Psychiatric units in general hospitalS .weccoccccccccccce 
(Some personnel and equipment of psychiatric 
units employed part-time in out-patient clinics) 


Out-patient and community clinics eoeeceeceeeosceeeeceeeece 
(Some personnel and equipment of out-patient 
clinics employed part-time in in-patient treatment) 


Other mental health Services eesecccccccccecrce cocsccce 
(Primarily for employment of personnel in 
provincial mental health divisions and for 
mental health education) 


Research @eeeeveeeeoeceseeeseeeeeesceeseeeeseeeeeseeeese 


Training 


e@eeeeeeeoveeveeoeeseoeoeeeeseeeeeeeeeeeeeeeeese 


Total 


Supplement: Patients in Institutions, 


BY TYPE OF PROGRAMME, 


1948 — 1953? | 1948 —1958? 
% 


To 
52 
11 


12 


100.0 


: Department of National Health and Welfare, Research Division, Mental Health Services in Canada, 


op. cit. 


2 Department of National Health and Welfare, Canada and World Mental Health Year, op.cit 
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APPENDIX 1-4 


THE PLANNING OF MENTAL HEALTH SERVICES 
IN THE UNITED STATES, 1963 


In the United States, considerable emphasis has been placed on the need for 
planning community mental health services. 


“The most immediate and pressing need, in relation both to strengthening community 
mental health programs and to effecting better relations between them and other 
services. is for coordinated planning. 


“,..Particular attention should be given to the logistics of mental health and 
related services. What levels of treatment are needed, and by what community 
services, in relation to various types of problems? What is the ecology or epidemiol- 
ogy of manifest problems, of stress points, of coping techniques, and of sources of 
mental health? How can existing agencies and other resources in the community 
evolve as a more effective system for reduction of disability and the production of 
ability?’’40 


Some of the basic issues involved in the planning of mental health services 
in the United States were clearly defined by the White House staff in January 
1963.41 


Should the emphasis be on comprehensive mental health centers as a 
subtstitue for State mental hospitals? 


What is to be the future role of the State mental hospital? 
Who will run the comprehensive community mental health center? 


How can the operating cost of the community mental health center be 
financed? 


What is to be the relationship of community mental health centers to 
general hospital and other resources of the community? 


Will manpower be available to achieve the goal of 500 centers by 1970 
and possibly 2,000 centers by 1980? 


A Federal Grant-in-Aid Program was initiated in 1963 to assist such 
planning. The Guidelines‘? included the following stipulations: 


“_..Such community based mental health programs should provide a broad spectrum 
of mental health services emphasizing a continuum of care, should assure coordination 
among all relevant community resources, and should work toward the prevention of 
mental illnesses, and for promotion of mental health. 


United States Department of Health, Education, and Welfare, Report of the Surgeon General’s 
Ad Hoc Committee on Mental Health Activities, Mental Health Activities and the Development of 
Comprehensive Health Programs in the Community, Washington: United States Government 
Printing Office, 1963. 


“Brown, B. S. (National Institute of Mental Health), The Impact of the New Federal Mental 
Health Legislation on the State Mental Hospital System, presented at the Northeast State 
Governments Conference, Hartford, Conn., Oct. 22, 1964, dupl., n.d. 


“National Institute of Mental Health, Guidelines for the Federal Grant-in-Aid Program to 
support Mental Health Planning (preliminary copy), dupl., Washington: Jan. 22, 1963. 
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“... Planning may be defined as the process by which a state or community orders 
the steps toward explicit goals. This process includes development and use of means 
for gathering data, the integration and analysis of the information, the selection of 
goals, priorities and methods, and the allocation of available resources to achieve the 
selected goals. 


“..The planning proposal should indicate clearly, not only how such information 
will be secured for immediate use in development of a comprehensive plan, but also 
should concern itself with the means and mechanisms which will be used to 
incorporate such data collection systematically and permanently. 


“,.. Provision should be made for the continuous program evaluation and replanning 
required to meet changes as these develop.” 


Further requirements specified: * 


(i) The plan should be concerned with the entire state program rather than 
that of any one agency. 


(ii) It should take into account the mental health needs of all people in all 
parts of the state. 


(iii) The range of services to be considered should include prevention, 
screening, diagnosis, treatment, rehabilitation, consultation, research, 
training, and health education. 


(iv) The planning process should include key state health and mental health 
agencies, mental health associations, medical and other professional 
societies, and groups from such related fields as education, welfare, 
corrections, and health facilities construction agencies. 


(v) The proposal should describe the way the state intends to assess and 
evaluate its mental health problems, resources, needs, and current 
activities. 


(vi) The proposal and budget should indicate the relationship of specific 
activities to the establishment of a central planning process. 


(vii) The proposal should outline intended administrative and technical 
procedures and provisions for staffing. 


Some of the factors to be considered in assessing priorities for the 
construction of mental health facilities were: #4 


(i) The size of the population group to be served. 


(ii) Comprehensiveness of the proposed program; provision of a broad 
spectrum of service. 


(iii) Inclusion in or formal affiliation with a large medical center. 


48Glasscote, R., and Kanno, C., The Plans for Planning, A Comparative Analysis of the State 
Mental Health Planning Proposals, Washington, D.C.: Joint Information Service of the American 
Psychiatric Association and the National Association for Mental Health, Oct. 1963. 


“United States Department of Health, Education, and Welfare, Report of the Surgeon General’s 
Ad Hoc Committee on Planning for Mental Health Facilities, Planning of Facilities for Mental 
Health Services, op. cit. 


APPENDIX 1-4 328 


(iv) Participation in an approved training program. 


(v) Coordination or consolidation of facilities with other mental health 
facilities or programs. 


(vi) Formal affiliation with a general hospital. 
(vii) Program emphasis on prevention, early diagnosis and treatment. 
(viii) Provision of a wide range of clinic services. 


(ix) Relative need for service as compared to other categories of mental 
facilities. 
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APPENDIX 1-5 


QUESTIONS REGARDING EVALUATION FOR DIRECTORS 
OF MENTAL HEALTH PROGRAMS 


A review of the 1955-1964 literature on mental health program evaluation 
by Bloom* succinctly lists a number of questions regarding evaluation for 
directors of mental health programs and their staffs: 


i. Do you have an adequate understanding of the demographic characteris- 
tics of the population eligible to receive your services and of the community 
resources currently available? 


ii. Do you know what significant differences exist between the population 
eligible for your services and the population which actually applies for and 
receives your services? 


iii. Do you have a clear definition of your services, so that you can reliably 
group patients according to the services they receive? 


iv. Do you have a clear definition of the characteristics your services are 
designed to influence, so that you can reliably group patients according to these 
characteristics? 


v. Do you know, from a theoretical point of view, in what manner each of 
the services you offer is supposed to influence each of the characteristics you are 
attempting to influence? 


vi. Have you assessed the evidence which currently exists regarding the 
effectiveness of your techniques in influencing the characteristics with which 
you are dealing? 


vii. Do you contrast the results of your services by comparing your treated 
groups with suitably matched untreated or differently treated groups? 


viii. Are objectives, or goals, established for each patient and for your 
program as a whole? 


ix. Have you reviewed your statement of program objectives recently to see 
if it reflects your current program emphasis? 


x. Have you and your staff discussed and labelled those objectives which are 
not directly concerned with prevention and treatment, that is, those objectives 
which bear on organizational maintenance and related areas? 


xi. Have you selected criteria and indices for the assessment of each of your 
program objectives? 


4sBloom, B. L., Mental Health Program Evaluation: 1955-1964, dupl., National Institute of 
Mental Health, United States Public Health Service, Denver, Colorado, n.d. 
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xii. Can the extent to which you are attaining your program objectives be 
reliably judged? 


xiii. If clinical judgment is utilized to study patient characteristics or 
progress, whether by using formal rating instruments or not, is the reliability 
and validity of these judgments effectively explored? 


xiv. Do you make systematic follow-up studies to evaluate the duration of 
changes in the treated population? 
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APPENDIX 1-6 


THE ROLE OF PREVENTION 


“It goes without saying that any scheme which to a great extent ignores the questions 
of prevention and early treatment falls far short of modern requirements.’’46 


It is evident that the mental health problems of the world can never be 
adequately dealt with by therapeutic methods.*7 Bower*® has compared the need 
to care and treat the mentally ill and the problem of reducing the development of 
the illness in the first place, to an old Cornish test of insanity consisting of a sink, 
a tap of running water, a bucket and a ladle. The bucket was placed under the 
tap of running water and the subject asked to bail the water out of the bucket 
with the ladle. If the subject continued to bail without paying some attention to 
reducing or preventing the flow of water into the pail, he was judged to be 
mentally incompetent. Similarly, any society that attempts to provide more and 
larger buckets to contain the problems of that society, without simultaneously 
attempting to reduce the flow, might be equally suspect. The 1937 report on the 
British Health Services emphasized that the nation needed sickness services, but 
a nation which regarded them as a substitute for health services was going to 
find the confusion expensive in money and suffering.‘ 


The objectives of psychiatry, as in any branch of medicine, are to prevent 
disease, failing that, to cure or arrest the progress of disease, and failing that, to 
prolong life and relieve suffering.55! These various objectives are all related to 
some aspect of prevention.®? 


Primary prevention is centred about steps to obviate the development of disease in 
susceptible populations. Methods employed include both health promotion and specific 
protection against disease when this is known. 


Secondary prevention is based upon early diagnosis of illness and prompt treatment 
in order to shorten duration, reduce symptoms, limit sequelae and minimize 
contagion; that is, the impact of mental illness upon others in the family and the 
community. 


Tertiary prevention is concerned with instances of illness that are irreversible; its 
goals have the limitation of disability to the extent possible and the promotion of the 
rehabilitation of the individuals so afflicted. For example, in the case of the hospital- 
ized patient, tertiary prevention is concerned with preventing or reversing social 
chronicity so frequently induced by institutionalization itself. 


“Canadian National Committee for Mental Hygiene, Mental Hygiene Survey, Province of 
Saskatchewan, op. cit. 


47World Health Organization, First Report of the Expert Committee on Mental Health, WHO 
Techn. Rep. Ser., Ser. 9, 1950, p. 8. 


*“Bower, E. M., Primary prevention of mental and emotional disorders: A conceptual frame- 
work and action possibilities, Amer. J. Orthopsychiat. 33:832-848, 1963. 


4Political and Economic Planning, Report on the British Health Services, 1937, p. 395. 
5Rneyclopedia Britannica, Article on Psychiatry, 13th Edition, 1926. 


5l1Gruenberg, E. M., Application of control methods to mental illness, Am. J. publ. Hlth. 47: 
944-952, 1957. 


SBHisenberg, L., & Gruenberg, E. M., The current status of secondary prevention in child 
psychiatry, Amer. J. Orthopsychiat. 31: 355-367, 1961. 
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Primary prevention includes both the “eradication” of illness, and the 
reduction of population-differentials in morbidity. Although no specific protec- 
tion is known as yet for the psychoneuroses or functional psychoses,®? more 
knowledge is available about shortening the period of disability and reducing 
handicap. Psychoses of old age may be prevented by nutritional, psychological, 
and social measures. Organic psychoses of known etiology may be prevented by 
efforts directed at the etiological agent—poison, infection, trauma, or nutritional 
deficiency. General measures for promotion of mental health®4 would include 
support in times of stress,°> prevention of maternal deprivation, and improve- 
ment of child rearing practices. 


Querido stresses the pernicious relation between the duration of the 
disorder and the effort necessary to meet it. When major psychoses are detected 
and treated early and vigorously, readaptation may be reached within a few 
months; when initially neglected, readaptation may take years or may never be 
attained. Therefore case detection in early stages, by close contact with other 
general health and social agencies, by consultation services, out-patient facilities, 
general hospital psychiatric wards and other open hospital services, will be able 
to fulfil the requirements of mitigating or terminating the disease once it has 
become manifest.5° This secondary prevention involves the early recognition of 
disorder and the institution of appropriate treatment. Considerable integration 
between case finding and treatment is required. 


Such integration of preventive and curative activities has been regarded as 
a basic health doctrine, which should go beyond policies and regulations and live 
in the minds and conduct of officials.57 


To an increasing extent there has been a movement to include mental health 
activities within the scope of public health services on the basis of public 
health’s traditional role in preventive and community services. If the general 
segregation of preventive medicine from therapeutic or curative medicine 
persists, it is unlikely that the care of psychiatric disabilities by public health 
agencies would assist the integration of psychiatry within medicine. Primary 


53° .our knowledge is still very inadequate, not only as to the effectiveness of existing 
techniques, but also as to the best method of successfully undertaking the various activities which 
we now recognize to be necessary and desirable...’’ World Federation for Mental Health, Mental 
Health in International Perspective, London: The Federation, 1961, p. 45. 


St. even though no specific illness can be shown to be made rarer thereby.’’ American 
Public Health Association, Mental Disorders: A Guide to Control Methods, op. cit., p. 57. 


5«Consultation and inservice training to other agency personnel on how to use good mental 
health principles in their agency’s work and how to manage by themselves some of the emotional 
problems that they see in their work, such as the emotional concomitants of other disabilities, are 
particularly important. They should potentially cut down on the referrals to direct mental health 
programs. The emphasis should be not so much on assisting them [health and welfare workers] to 
treat the psychiatric cases which appear in their midst, although the early recognition and 
referral is important, but rather how to do the generic health and welfare job in such a way that 
stress is relieved and the person assisted by the experience. There is widespread and probably 
well grounded belief that many illnesses may be prevented through meeting stress situations 
early.” United States Department of Health, Education, and Welfare, Surgeon General’s Ad Hoc 
Committee on Mental Health Activities, Mental Health Activities and the Development of Com- 
prehensive Health Programs in the Community, op. cit. 


56 Querido, A., op. cit., p. 638. 


StPan American Health Organization, Annual Report of the Director of the Pan American 
Sanitary Bureau, Regional Office of the World Health Organization, 1963, Official Documents 
No. 56, Washington: The Organization, 1964. 
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prevention has been described as being more likely achieved through direct 
personal relationship of the practitioner with his patients.55 Any cleavage 
between preventive and therapeutic activities obstructs secondary prevention.®? 


According to McKeown: 


“It should be noted that there was no real divorce between preventive and curative 
effort so long as attention was fixed primarily on infectious disease. It was recognized 
that control of infection depended upon specific preventive and curative measures as 
well as upon manipulation of the environment, and both were accepted as public 
responsibilities. The division was created early in the present century when the 
public services were extended further into the field of personal care. After prolonged 
debate it was decided that the new services—concerned particularly with the welfare 
of mothers and preschool and school children—should be preventive. This created 
public-health services, locally administered, in which responsiblity for preventive 
personal care was joined with that for the environmental services. Both were 
separated from curative services, which were at that time almost everywhere privately 
financed. This established the division between preventive and curative medicine, 
which has been retained in countries such as Great Britain, where all medical 
services are now publicly financed. 


“Such an arrangement has manifest disadvantages. It has long been recognized that 
the finding of defects by a school medical officer does not ensure their correction by 
another doctor whose responsibilities are restricted to the sick child. A prenatal 
service divorced from delivery and postnatal care has conspicuous disadvantages. But 
the traditional pattern of service will be even less appropriate in relation to the main 
problems to be expected in the future: prenatal mortality; mental illness; and disease 
and disability associated with aging. 


“These considerations suggest that the proper alignment of the preventive personal 
services today is with curative medicine. This would place the division between 
personal medical care (all types) and the environmental services, rather than between 
preventive and curative measures, as at present. It should not mean the end of 
medical interest in the environment. But in many countries the services have now 
reached a high level of efficiency, at which they can be entrusted safely to the 
supervision of a nonmedical staff, advised when necessary by medical consultants.’’60 


Preventive and therapeutic medicine are both described as phases in a 
continuum of medical-care services with the preventive component having no 
useful reason for being located in a city hall or court house. The primary locus of 
all personal health services is claimed to be the community general hospital.® 
Similar integration of preventive and curative activities is imperative within 
psychiatry.®? 


58“T am not concerned for the moment with major issues of environmental control such as are 
involved in dealing with atmospheric pollution, poor housing, water fluoridation and certain 
aspects of accident prevention. I am dealing with those aspects of prevention which are more 
intimately associated with medical care. As medical technology has become more effective and as 
specific acute infections come under control, the trend is for this kind of preventive medicine to 
become more closely associated with clinical medicine... Primary prevention is to a great extent 
a matter of achieving behavioural changes which are most likely to be accomplished through a 
direct personal relationship such as the general practitioner can have with his patients.” 
Brotherston, J. H. F., Medical care investigation in the health services, in Towards a Measure of 
Medical Care: Operational Research in the Health Services, op. cit. 


59Logan, R. F. L., Studies in the spectrum of medical care in Problems and Progress in Medical 
Care, McLachlan, G. (Ed.), op. cit., pp. 3-51. 


eMicKeown, T., Priorities in preventive medicine, New Engl. J. Med. 264:594-599, 1961. 


6l1Frechette, A. L., Local and state health departments: Their relation to medical practice— 
present and potential, New Engl. J. Med. 269:1121-1126, 1963. 


®Querido, A., op. cit., Querido cites MacKintosh’s statement “that preventive and curative 
medicine have reached the stage where they are no longer separable”’. 
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SCHEDULES SUBMITTED BY MENTAL HOSPITALS TO 
DOMINION BUREAU OF STATISTICS 


These schedules were to be completed at the end of the calendar year by 
mental hospitals and training schools operated solely for the care of in-patients 
and which were recognized as such by a federal government agency or by the 
government of the province in which they were located. 
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ANNUAL RETURN OF MENTAL HOSPITALS - SCHEDULE | 


Name of hospital and address 


1. OWNERSHIP AND TYPE 


(a) Ownership | | Federal [| Provincial Ey Municipal 
|__| Lay corporation res Religious organization [| Other private 
(b) Type of er} Mental hospital a] Psychiatric hospital i Epilepsy hospital 
hospital Se Training school Other 


(c) Standard bed capacity ........ Se NGO o.otin ce 6 Comin Merman tee waorepsnsxotys 


(d) Number of patients in hospital at December 31, 1954....... So OO yo oh s06 


(e) Number of patient days during 1954................ Re, ORE ORE OL SOONER -O 
(f) Average daily in-patient population during 1954.......... 2.0 c eee eee eee 
(g) Number of patients under treatment for tuberculosis at 
December, 3119S 40 cc caiabetoleeele aehs Pieters ialale "eke loLeneo Stok Baer AAS 
2. SERVICES 
(a) Organized services — 
[rea Psychosurgery (ia Audio-visual or Psychotherapy 
Psychology ae Occupational therapy oa Recreational therapy 
Psychiatric Social service aa After care = Children’s unit 
fiedal Out-patient department 
General medical [ ] General surgery Ea Neurosurgery 
(pas Neurology ie] Eye, ear, nose and faa Paediatric 
throat 
General ( Geriatric fey Tuberculosis [__] Other communicable 
diseases 
= Dentistry (ead Dietetics 
(b) Service Activities — 
(nae Clinical pathological a Electrocardiography (ies Electroencephalography 
Investigation a Psychological ca Social service ical X-ray 
(Fal X-ray therapy om Leucotomy (atl gisyone 
Treatment ee Insulin ee Planned psychothera- (al Physiotherapy 
peutic interviews 
{ee} Fever [| Hydro [| Social casework 
3. EDUCATIONAL FACILITIES 
(a) Medical education — Vos No 
Is the hospital affiliated with a medical school for undergraduate education........... | 
Is the hospital approved by the Canadian Medical Association for affiliated rotating 
INEETOS MLD Siemec eters clea lod siete tei stake iat SOOO QOS Ae de SAS OOS Su a We Sc ge Sane ab aoe [] ead 
Is the hospital approved by the Royal College Psychiatry: Se eae. Ree eee [5a] ial 
of Physicians and Surgeons of Canada for Neurology........e0% ele bebe ua) (ea 
pee eee OREM oe hc on cacao iwleenek | 
(b) Nurse education — 
Has the hospital an approved school of nursing ..... Pace et aes Mistare SoGiELe sam @ Wie Sie ig 8Gb) oR (ery jae] 
Does the school of nursing provide formal training for psychiatric nurses............. ad S 
Are graduates eligible for registration as psychiatric nurSe€S.......... cece eee esses fedd ia) 


Number of nurses graduated from the school of nursing during 1954 ............. cisisvers 


Is affiliation provided for general hospital student nurses ...........cccceeeeeceee os 


Does the hospital provide formal training for — orderlies or attendants ..............- 


Does the hospital provide organized post-graduate courses in psychiatric nursing...... ‘e 


eae 


— nursing aides ........ <aie hares agence Bots ike 8 


ay 
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4. PERSONNEL AT DECEMBER 31, 1954 Part Time | Full Time 
(a) Nursing erate Male Female | Male | Female 
Psychiatric nurses,.... suapalalrelisttodetenelor ene) eiteisliel syelisi sr siie sie1or | 
Other graduate nurses — Registered........ Sostenolo gS | 
=—"NODRESESTCLER oc ciergicie sis, 0 8 0s 
Student nurses (incl. affiliate) — For psychiatric...... 
— For other graduate... |_— 4 
Nursing aides: — Trainedig. a.ean ove 0 Reavers nays PSS ood 
— Untrained 60... eee e eee teen ee eee ee 
@rderlies and attendants Wes csich sous wie wae. 6 iat 
Othersnunsine Stare raya ayiatsie ccieve ehh ol sic aie. se tetsl eysie we e's 8 | | 
(b) Other personnel — 
Administration | Part Time Full Time 
Medical superintendent ...... 5 ACIS G15, KiDIthO lO OGn Dlplcina ain di claloin cleaia alae | 
Assistant medical superintendent....... SY OLQICRLA THe Gaby RONEN OREN EMD Ac EME ENONO | 
Administrator ....... RM sc cetaiatcle stietera cchstete ty scstelelel eset sete tats orl auto ete tered a ete - 
Mathonuon SuperthncenGent Of NUESES: «ae. ajs vistors a mieterehe: s. o8) sire cise (06's) 9, 6 sh.s\'e) eres 
Other administrativier Stat... steveveus coche lett, spueuelie: aicehs)e.siles) 'eical.o len. eo, ira) i's Lajas iia iid 
Professional care (excl. nurses) 
Doctors — Clinical director ...... Reate Nena venes AHO GNeI Se apo ooo wo dl Stold ue 
=rotahhi=iGertiticated spectalistspnt traenic sn a hes ote Tay Ree L 
a ONY SHCTANS Te siers Js clave eee See eLearn tone toh ee ine CR RMal ete: wieelvel 
Sa IRESEGENES: has 0.0 wisi eis sys 5 A TOMAS RP GROSS PSG OGM gO te 
cs PESEGEED SD cova. ahi wis 8 iin, ahs S08 a 6, ene) 4. sAi, 9". a; (sive) Sih pluie) ai a) a) vs) alate 
— Consulting — Certificated specialists ........-2sccececsccce XXX 
SS Oude ode Gedy Gu Sra Meieaiieuavcya.8 7S ges see eakcenssroue eee XXX 
DEGenSt sr caren iavesiraleieleye or cunt craveno vate oie Bod Oxo o no. O1NO aa e ht 
PSYChOlOgiStsSic5 6 claire sis isse to ACESS ar eherGifelcsleisl oe ts se rier epoca elekerora iene gehts 
Phatmacists — Registered. . 0.56 cas 06 eevee PAG OOrkES TO DMO coca UO 
AOR Biles pyoiciol,O-Ott toma no 48 ro edie ste Dat A Me, Rictata ts, obereimetterene eres eres 


Technicians — Laboratory — Certified ............. Aree wae Dickens 

ss OU CR <. oteueusi« aay sveysonens: sauce) Sy BS Srcid Se Or 

Radiology — Registered o.00.. 0% 60s + one oa Sa Oh Sey SH uM 

POUCH carat: octal tere e204 La Sel Nei OR eels state 

Per aGetechiicians:.....2..6 +. eahaeieckce ehoxeNes Seca es nene homens Qecerute 
USHA CHAICIANS: ~cnececoyeyars aus ceteaie asks eiele ele crate pee ler & Ca! 4| 

Therapists — Occupational — Registered..........2eeeeesrerscesceces 
ma MOUILON? elie (a)'e! siies'(a\ olal.c (aire) sie) alle wile [elle naifeysie cenele eevee : 

— Recreational — Qualified 55.6) 60 wis. ccio eos 40 eel eve els 0 wa = eels 
== IOENED, ic, c:/a015, sere RETORR Ok OO Otel | 

— Other therapists 


sHSnte ramets chen oars Bec CG OD am cine cob 1 
Academic teachers........... TE stn crete ea ocera stots a skoae © ataray se eletemerie 
Social workers — Psychiatric ..... Moree ks We ne SET Sed cleteene tes eee 

=Other Qualaiied hoists ere iere:e srs: e) ast alm alelaie oO) aber sneer vars 
em OTIVELS «nue o eletelereeialls torte te POR eee < oat <a) PE RO See 
Dietitians, — Certified 5 6 6.6 < sscclais ajo Kw ecnd oi Qsi eee dre) Oe 6 oy atog ee ait 
SMU ALITL EA O25. cobsice ue comelseleilenaiepsaswuiesaaieivelvesieueusice isu dashouloneh @iaeiePlitintin seis sane 
PGK Re, SiS one ef averse e's Morty Rs igiiee ca, Sisiel vee shokeNate bomeueharens 
Ghraphawas cine atl aiere.'o 6 sins) oles eeke Sislaneneieiieie Re chig Vanie) ele gv s dene exou@iaitalat acta oie 
Other staff for professional care ........2eeees a) a oats Reno) Cae arecliy ey Cer ie roe 
Other staff — 
DLECALY 1 cies 6.070 SOS OD No48 ROSS sclera tts. tay le sr susiele/s ehasekemalia Bua ianele ln 
MUAUNATY a cteete ce etees ete ciate ale webs arelel'sl's Br RCRA eh ao talvalters fie ere ieoes She eteroha eis 
Housekeeping, bedding and linen ....... 0. ee eee eee ee eee eee eres 
Building maintenance...... 5 OO LOE eae OR MRC OC a 
Garden and farm........+-+05- Si aste ts Bot steteele fake tote is ei Oka 
Al mOthersGMploy-Se maievexecaramervireie-e rela 6 salturaie|\oreita) a aa ieireirstyehay ore Vey elistre:'aiiehioniananieirelanrs 
TOTAL PERSONNEL (excl. nursing staff)............4. Huth ae ec an ERO 


342 ROYAL COMMISSION ON HEALTH SERVICES 


DOMINION BUREAU OF STATISTICS 
ANNUAL RETURN OF MENTAL HOSPITALS - SCHEDULE 2 


Namevofehospitavand: address %.< smetWejare ois:8) oles) ses oo ee Sievers) cies 


OPERATING STATEMENT 
A. Revenue 


1, Grants and payments: Federal ............ 
Provinciallyaiens 4 a steve 


Municipal tig .o-cus siear- 
2. Received from or on behalf of paying patients 
3. Received from other sources..... Sid ae ren eens 


4. ALOMMIS ODORS TING ING VOR UG DIN g co nix o's sm oo 5's shay Ae msg Gina oe 


B. Expenditure — 


5. Grossisalariestand waceSiiis« cise. os 6 os 5 


Less: deductions for board, etc.......... 


[>)) 


s»Provisions (food) t-shirt il oss ier a Sea MON 


“N 


wKuelitpowermlighnt andiwater 7, .c. sc... betel sreretstete te 


io) 


3, Other operatingyexpenditures. ci... «1 «+, ccereletere sv 


Ke) 


- Total Operating Expenditures ...............0000- IN cess foes tabeaiadeotene secs 


For new For 


SOURCE AND APPLICATION OF PLANT FUNDS 


construction or retirement 


additions to plant of debt 


A. Funds provided — 
Ie Grants Nedeka le ctrrerontrarere tee a sieve 0% 6,16,576 6, 9. nis Ole tye 


Muniicspa ligt descr nietcbscad ore es niysucrt: Orotarer s eek osha 


2. Mortgages or other long-term borrowings ........... 
On Othe soar ee: naires sean sacle sh 4je, sein dece sw sing 6 


4. Total Plant Funds Provided ...............000008 


B. Funds expended — 
Land and improvements to grounds.............06. 


Buildings (including permanent fixtures)........... 


Retirement of long-term debt... 2c ccc ce te ce ewes 


Bh 
6. 
7. Néewsfurniture and equipment...) 12.0 2,2 «ce ovexe.e else) oe 
8. 
9, 


Total Plant Funds Expended............ 04... s+. boo ee 


9002—5.1: 5-10-53 
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APPENDIX 2-2 


SCHEDULES SUBMITTED BY PSYCHIATRIC UNITS OF GENERAL 
HOSPITALS TO DOMINION BUREAU OF STATISTICS 


DOMINION BUREAU OF STATISTICS 


Institutions Section 


ANNUAL RETURN OF PSYCHIATRIC UNITS 


Name 


Address 
Year ended Dec. 31, 195 


Name of the hospital of which this unit is a part 


1. Ownership: a Federal leet Provincial (| Municipal 
{ial Lay corporation | Religious organization (gel Other and/or private 
ay ISEGRGGH HOG COOBCIEY | 5. 5.c foe deck cu ares. als oe wee Ny aupasiremaeNe Ae Lecelsaneicstsje\.« lle, altehege Psuaiatoneten smeke telehelal sanrsterer 


3. Movement of patients: 
(a) Patients in the unit at January ............ BE Bate ere ba eT Nl EDAE able OiSlO a GANS rete ate OPayetaretaat ote iets 
(Db) Prestradmissions during the Var eee a cic <0. s)0 « wieiels ace wim isle) i vls siieyere|s) eile sieie em lsisialaialaln sal eis 
(e)"Re-admissionsiduring the! years 6.0 cfs clas eis 60 scene aie s wivislietetelatele lee sie v siele) at LR CC Re ket 
(d) Transfers received from other psychiatric institutions during the year... ..... seen eeeeeeeee 
Ke) Discharges Gueing fe Var seve ec: c1sio e660 01 470)0 wo 00) o4106) 0 wissehele © 9)6\sleie eo, bie Slejere wa) 4iee lee Were os 
COUDeAthsS Gubine the Year 6 si6 6 spe ware 0 0) 6 wie 016/078) Cire. 61 o siale «soul aie 0 @) 0 ee eile we seiinie-e = #6 eels Sieieje oie 
(g) Transfers sent to other psychiatric institutions during the year ....... ais Bir isis Siwtia tw ByStAt o puutecs 


(h) Patients in the unit at December 31......c ccc ccc cece eres tee e anne ewere cence sigh erie, sie ad 


4. Patient days during the year .... cc. cc nc cece cence cess ewe n reer essere ssreeeeessesseseseres 


DeAVErage Gally DOPGLAthON) occu sc oi wie eles tie's\e ceo 6i8s0 0108 ae nero wis o/ele 46 sve (eel wie)\s 6/4/08) ¥\\0\s/a)eim = s)nicei0 


6. Service activities within the unit or the parent hospital: 


[il Out-patient department [| Psychological investigation Leucotomy 
4 Occupational therapy (ez) Social service iz Planned psychotherapeutic 
interviews 
[ | After care ea Electroencephalography fe Hydro 
|_| Recreational therapy [|] Insulin coma aie ECT 
() Children’s unit {|__| Insulin sub-coma | ae Physiotherapy 
7. Educational facilities: 
For physicians— Yes No 
(a) Is the hospital affiliated with a medical school for undergraduate education? .......+++ aT ea 
(b) Is the unit utilized by the medical school for undergraduate education? ......sssseeuee 
(c) Is the unit utilized for affiliated rotating internships? ...... Ph BAS Se ala carer ate borane aenanetat hemes eS) 
(d) Is the hospital approved by the Royal College of Physicians and Surgeons of Canada 
for residencies in psychiatry? ...... cece cere eee r cscs eee errs e scree reeseservesens ie 


For psychologists— 
(e) Is the unit affiliated with a university department of psychology for formal supervised 
training of student psychologistS? ....cceeeeeers esr rc ences erecessescssertaenns (az 


(f) Number of such students receiving training during the year... ..seee eve ser eer eeeecees = 


(OVER PLEASE) 


344 


7. Educational facilities: (continued) 


8. 


For nurses— 


(g) Is the unit utilized for formal psychiatric training of undergraduate nurses?, 


(h) Number of student nurses trained in the unit during the year...... 5 


Cicetac rity) hm. 


(i) Does the hospital provide organized post-graduate courses in psychiatric nursing? .... 


(j ) Number of graduate nurses completing post-graduate courses during the year 


For social workers— 


(k) Is the unit approved by a school of social work for training?.... 


(1) How many such students received such training during the year? .......... 


Personnel: 


(a) Nursing staff— 


ESyieniathi CenurSess., woruicch: fe cue kernenetete see eek wo loc oro. 3) Buel cmacrossaca (Aone: oe we aneuerelal eval 
Other graduate nurses RES UStSre eis release isl aueisis, oe TMeUelmuaicl ae ove i v/ier oysysieneke mere 
IN(OARESUSCOTO A fcc... 2% vies eters ssdcal aus eyehoe. oa a lenamalalanat orate 
Student*nurses' Gnelt affiltate))— mor psychiatric... c.0cnnecdaa weve pumas 
or other craduates via a ost eis. acivicieniriersiteuse 

Nursing aides: — Trained. in. witereuiaeeis ave oles oie ai teriatted aie ensue Gers Welraliclisketeneeratenebeicene 
Wintrained bret ttsttetaleisleielsve ee trai isi siele/ohokesausiaisy <eus ua kao) aie A 
Orderlies and attendants ....... OK) OC OES ORI CERO OS citi ee HOON ey lAts cucecns 
@Othermursing Staffiye... Sette steWeie lato in ansigets @\s.@a alles = dalle details & Rees Ried oe 


(b) Medical and technical personnel 


le pe 


ROYAL COMMISSION ON HEALTH SERVICES 


Number at December 31 


Male 


Female 


Number at 
[December 31 


Hours worked 
per week 


Doctors¥—* Certificated Specialists porte. 00 as <i si8 s-aile oelel rere aaa aah emetart oneveltetevers 
Otheriphy Sterans . suena eicrs ET RRR RT PS Oe BN | a ee 
INGEST RS OES 5.5 Gc atice O51: Goo OCOLONO OO CNONCHEY CREUER ORONO HO TC CPC Cees CeO OOe r 
ANGELS Repereterccete are HRSG OSG ROMERO OS ICON CINCHER CHO Ok Or CCU CRORO I woe 
Psychologists i... ctor ieieaens FED OR ACICIC OAT OR ROR WCAC Oe ORCC RC ROL PONCE Sfetcreh etre 
Therapists — Occupational — Registered 2... cescsecvceseccdecs hehe my aslla \eihe: ae =e 
GUA ob op bae OOOO DOO DS OOo aoe ° OS Gamo ekenalele io 
Recreational — Qualified..... OG POCO ORES 0 on oP |e 
(QUE oly OhUmO OUR aC speeds faite eu ehoevenare tenet aire sheles 5) ee 
Othesstherap ists warmers tvete erorete tl. che lehelclake e stelalaobetelehetebente 
Socialpworkerse—— 1 Sy CINACCEOME cr. seein) oh ois, Gy oPisnenalieharen shoveus eked elke uauel oh 4ucps Sega hsys ave shone aa 
Other qualitve d eater rer arenes rss corsvexsis 6 oer evondl cpahosuckege SOS 
ORAS tagcat oboenocws Hamas ued enero qiaecne Mone OOK cu chova.cncl OE ah. 
(ce) Gleric as Gatto... stevie, cis. scsussacnseesussmucte eiesere ana RGN eralieLiate (61 6 vem yaueunseua tual eacan ein miud ae 
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APPENDIX 2-3 


SCHEDULES SUBMITTED BY MENTAL HEALTH CLINICS AND 
OUT-PATIENT DEPARTMENTS TO DOMINION BUREAU OF STATISTICS 


This schedule was distributed by provincial authorities to the clinics and 
out-patient departments recognized as such by provincial government, and 
returned to Dominion Bureau of Statistics through provincial channels. 
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DOMINION BUREAU OF STATISTICS 


Institutions Section 


ANNUAL RETURN OF MENTAL HEALTH CLINICS 
AND OUT-PATIENT DEPARTMENTS 


Name 


Address 


Year ended Dec. 31, 195 
Auspices under which operated 


1. Type of patient served: [_] Adults only [_] Children only 
[_] Adults and children 


2, Number of sessions held per week... 2.. ssacses sles cles cece Mee eo 


Total 
interviews 
during 
year 


Hours 
Number per 
week 


3. Personnel: 
(ay PSvVCniatrista., 0c fess anes here iwee. 
(b) - PSVCHOlO Stele aiete eh eee es sa cco sino 4 acoa 
(ce): SOCLATIWOCKEES rs ahersteoa «Se aiken a Aiea bree. abe 
COVINGESOS Me ty Merges cia fers gaa ais'a'sie ee oie 4 bi aia 


(e)' Special therapists Pore Sra sik ace 8 esas niece ser 


(f.) Clerical workers ovcm iss diss cnce cee 


4. Patients during the year: 


(a) Number of this year’s patients who had attended 
this clinic or department in a previous year............. 


(6) Number-wio stradri0t done. SO. 2. sce. s.06 cine vc es texte'ea Mey 


(c) Total number of patients during this year................. 


9002-6.1: 15-10-54 
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APPENDIX 3-1 
CALCULATION OF POPULATION-BASED RATIOS FOR 1960 


The ratios of patients to population described in this study were either 


those quoted in the original source, or were calculated by the author on the basis 
of the D.B.S. population estimates. 


For 1960, the population ratios calculated in Mental Health Statistics and its 
Financial Supplement and Supplement on Patients in Institutions were based on 
the original estimates of population made by Dominion Bureau of Statistics. 
Subsequently, the estimate of the 1960 population was revised on the basis of the 
1961 Census. This revised estimate is slightly higher than the original estimate. 
Where ratios for 1960 data were published, these ratios have been used. In cases 
where ratios were calculated by the author, the denominators used have been 
from the Revised Estimate of 1960 population. Thus, two slightly different 
population-based ratios may be found for the same statistics in various tables. 


POPULATION ESTIMATES, CANADA, 1960 
(thousands) 


Revised on Basis 


Os ; 1 
Original Estimate of 1961 Census? 
GANAD AL a4. ce. 


Newfoundland). oom me se A te ck aes 


448 
103 
727 
589 


OUCDECTR = Bree a By 2.5 Meus ko SR SE AM 
Alberta 


1 Dominion Bureau of Statistics, Mental Health Statistics, 1960, op. cit., p. 40. 


2 Dominion Bureau of Statistics, Revised estimates of population for Canada and Provinces, 
1957—60, Ottawa: Queen’s Printer, June 1962, 
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APPENDIX 3—2A 


EXPENDITURE ON PROVINCIALLY OPERATED PSYCHIATRIC INSTITUTIONS, PER 
CAPITA, AND IN RELATION TO PERSONAL INCOME, CANADA AND PROVINCES, 1960 


| Operating Exp. 


Personal Income 
per Capita 


Operating Exp. 
as per Cent of 
Personal Income 


CANADA 116,585 


Newfoundland. (cc.scrsie oressie sisioretere +s 2,765 ON, 
Prince Edward Island............. 571 0.6 
Nova SCotia’... 5 ¢ sas cies siers sus ce eset 4,001 0.5 
New Bruns Wicky./..3.:. eis «ste sine.c cere ei) 6, 186 0.5 
QUEBEC iis secs ceneetere ete oleteiatoteitte ere) 9,070 0.3 
Ontarios.:. ists sis-ccctorstorercic ciesietorsisterelerelt 40,019 0.4 
Manitoba, 2% a /s.s:e/o oss el ecerere oronenevenenel es 5,530 | 0.4 
saskatchewan... cs. .scce oe cesatee s 9,507 0.7 
AIDeRtay \s s-c's\s cise toretetele’ ocletes erste ort OsO29 0.5 
British Columbia ............2---| 14,991 0.5 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Financial Supplement, 1960, and 
Dominion Bureau of Statistics, National Accounts, Income and Expenditure, 1960, Ottawa: 
Oueen’s Printer, 1961. 
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APPENDIX 3-3 


MENTAL HOSPITALS AND INSTITUTIONS FOR MENTALLY RETARDED, 
OPERATED BY THE PROVINCES AT DECEMBER 31, 1960, 


APPENDIX 3-3 


YEAR ESTABLISHED, AND BED CAPACITY IN 1932, 1948 AND 1960 


Province 


Newfoundland 


Prince Edward 
Island 


Nova Scotia 


New Brunswick 


Quebec?! 
Ontario 


Ontario 


Manitoba 


Location 


St.John’s 


Charlottetown 


Dartmouth 
Truro 


Campbellton 
Lancaster 
Montreal 
Aurora 


Cobourg 
Orillia 
Smiths Falls 


Brockville 
Hamilton 
Kingston 
London 
New Toronto 
North Bay 
Penetan- 
guishene 
Port Arthur 
St. Thomas 


Thistleton 
Toronto 


Whitby 
Woodstock 
Brandon 


Selkirk 


Portage la 
Prairie 


Name 


Hospital for Mental 
and Nervous Diseases, 


Riverside Hospital 
and Hillsborough 
General Hospital ... 


Nova Scotia Hospital .. 
Nova Scotia Training 
SCHOOM ei Pik des & 
Provincial Hospital.... 
Provincial Hospital.... 
H6épital de Bordeaux... 
The Ontario Hospital 
SCHOOL evetetetetelais iin <yeiies 
The Ontario Hospital 
SEROO ys 5 HG ee.06 Gd 
The Ontario Hospital 
SCNOOI ty esjc sts niet evel 
Ontario Hospital 
SCHOOM eietereleg- sii rei 
The Ontario Hospital .. 
The Ontario Hospital .. 
The Ontario Hospital .. 
The Ontario Hospital .. 
The Ontario Hospital .. 
The Ontario Hospital .. 


The Ontario Hospital .. 
The Ontario Hospital .. 
The Ontario Hospital .. 
The Ontario Hospital .. 
The Ontario Hospital .. 
The Ontario Hospital 
The Ontario Hospital .. 
Hospital for Mental 
Diseases ...... 
Hospital for Mental 
IDISCASESi ele ators shere oe 


Manitoba School for 
Mentally Defective 
Persons ....... atetere 


Year 


1855 


1950 


1901 


1876 


1951 
1894 
1876 
1854 
1870 
1890 
1957 


1904 
1936 
1945 


1958 
1846 


1920 
1906 
1891 


1885 


1890 


353 


Bed Capacity 


Establ.| 1932 | 1948 | 1960 


N. A. 


961 
1,586 
541 
1,170 


646 


401 


263 


392 


835 


377 
650 


168 
600 
1,350 
700 


250 


320 


2,400 


2,038 
1,544 
1,465 
1,445 
1,100 
1,100 

764 


600 
764 
1,822 
75 
850 
1,574 
1,518 


1,350 


1,005 


1,014 
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APPENDIX 3-3 (Concluded) 


Saskatchewan North Battleford|Saskatchewan Hospital 


Weyburn Saskatchewan Hospital 
Moose Jaw Saskatchewan Training | 
ScHOOI. 0s. sicrexeeve so 5 
Alberta Edmonton Provincial Mental 


Institute 
Ponoka Provincial Mental 
IOS Dit alice ciarele 6 41e 1s 
Claresholm Provincial Auxiliary 
Mental Hospital..... 
Raymond Provincial Auxiliary 
Mental Hospital..... 
Red Deer Deerhome? 
Red Deer Provincial Training 
School 
British Columbia | Colquitz Provincial Mental 
Hospital... sce cs 
Essondale Provincial Mental 
15 Koxsy oy int: hee God 


New 
Westminster |Woodlands School..... 
Tranquille Tranquille School..... 


1 Remaining mental hospitals operated under religious or lay auspices. 
? Hospital for mentally retarded. 
Source: Canadian Hospital Association, 


Canadian Hospital Directory, 
Toronto: The Association, 1961, 


Department of National Health and Welfare, Mental Health Services in Canada, op. cit., 
pp. 52,54,57, 


Dominion Bureau of Statistics, First Annual Report of Mental Institutions 1932, op. cit., 
Mental Health Statistics, 1960, op. cit. 
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APPENDIX 4-1 


DIAGNOSTIC CLASSIFICATION USED BY 
DOMINION BUREAU OF STATISTICS 


International variation in the classification of mental disorders has been 
described by Stengel.1 Within Canada, national and provincial statistics are 
based on the International Classification of Diseases, while many psychiatrists in 
general hospitals utilize the Standard Nomenclature. 


The diagnostic classification used in the 1949 and previous annual reports of 
mental institutions by D.B.S. was an adaptation of that employed by the 
American Psychiatric Association. For 1950 and subsequent years, an adaptation 
of the International Statistical Classification of Diseases has been used.2 


The following table shows the relation between the statistical classification 
used since 1957 by Dominion Bureau of Statistics, the 1955 revision of the 
International Classification of Diseases, and various groupings used throughout 
this study. These latter groupings are similar to those described by a WHO 
Sub-Committee,? wherein review of five draft classifications, namely from the 
United States, England and Wales, Norway, France, and Denmark, revealed 
substantial agreement in five common areas: 


—Mental disorders associated with organic teehos: 
—Psychoses for which no etiology is demonstrable; 
—Neuroses; 

—Mental deficiency; 


—Personality disorders. 


1Bulletin World Health Organization 21:601-663, 1959. 
27Dominion Bureau of Statistics, Mental Institutions, 1950, op. cit. 


8’Werld Health Organization, Expert Committee on Health Statistics, Sub-Committee on 
Classification of Diseases, First Report, Geneva: Nov. 13-21, 1961, WHO/HS/ICD/2, April 27, 1962. 


*Mental retardation is the term used in an annex to the Ninth Report of the Expert Committee 
on Health Statistics of the World Health Organization. 
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International 


a ase Groupings 
Bets Cee Dominion Bureau of Statistics Classification Used in 
of Diseases— : 
this Study 


Code Numbers 


sychoses 


300 Schizophrenia ep ome 
303 Paranoia and paranoid states ian: Functional 
301 Manicedepressive reaction Affective Rey chce es 
302 Involutional melancholia psychoses 
: A Psychoses of 
304,306 Senile and cerebral arteriosclerosis } eaniuin 
020.1, 024.1, Syphilis of central nervous system 
025, 026.1 with psychosis Non- 

305 Presenile psychosis Other psychoses| |functional 
307 Alcoholic psychosis psychoses 


083.2, 308, 309 
648.3, 688.1 


Other and unspecified psychoses 


sychoneuroses 


310 Anxiety reaction 

ola Hysterical reaction 

313 Obsessive-compulsive reaction Psychoe 

314 Neurotic-depressive reaction neuroses 
315-317 Somatization reaction 
312,318 Other and unspecified psychoneuroses 

Disorders of Character, Behaviour and Intelligence 
325 Mental deficiency coe : 
retardation 

320 

322 Alcoholism 

323 Other drug addiction 

324 Primary childhood behaviour disorders 


0832151321, 320 Other and unspecified disorders of character, 


behaviour and intelligence Remaining 


Other Conditions and Mental Observation WITHOUT diagnoses 
Need for Further Medical Care 
024.0, 026.0 Syphilis 
353 Epilepsy 
793.0 Not elsewhere classified; mental observation 


Pathological personality 


without need for further medical care 
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APPENDIX 4-2 
PATIENT LOAD OF PUBLIC PSYCHIATRIC UNITS, ONTARIO, 1956-1960 


Capacity | missions sions charges Care 
9 73,391 
14 96,641 
17 102,475 
14 109,990 
19 124,170 


Source: Ontario Department of Health, Mental Health Branch, 94th Annual Report for Calendar Year 
1960, op. cit., p. 45. 
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APPENDIX 7-1 
DEATHS, BY DISTRIBUTION OF STAY AND DIAGNOSTIC GROUP, CANADA, 


1956—1960 
Under] 1-2 | 2-3 | 3-5 | 5-10| 10 Yrs. 


All Diagnoses ........ dna svete evs 229 | 299 
945 
908 
982 


1,040 


646 
288 355 737 
273 310 OS 
269 | 323 763 
298 | 301 817 


ALIS SY. CHOSESIe1. 6:66 5 isis 0 © ake) e,6 


Schizophrenia and paranoid 


PeyCNOSES ce ckoacsussssess 73 379 
74 414 
61 425 
65 424 
59 486 


Mental retardation... 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1955, op. cit, 


ibid., 1956, 
ibid., 1957, 
ibid., 1958, 
ibid., 1959, 
ibid., 1960, 
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APPENDIX 7-2 


DISCHARGES, BY DISTRIBUTION OF STAY AND DIAGNOSTIC GROUP, 
CANADA, 1956—1960 


1—2 | 2-3 | 3—5 | 5—10 
Virsa eves ulex TS ileeyirse 


10 Yrs. 
and Over 


Ali Diagnoses .eie ee 22,767 823 
24,503 255 
27,361 500 
30,710 S27 
32,254 385 
All PsycChoses j.cjns «nee 11,544 223 
125 S75 194 
14,408 293 
S35 52 243 
16,522 278 

Schizophrenia and paranoid 

PSYCHOSES, Ar ao eee 4,872 163 
5,365 148 
6,231 206 
6,847 192 
7,508 219 
Mental Retardation,,,..... 364 48 
352 53 
429 182 
466 62 


609 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1955, op. cit., 
ibid., 1956, 
ibid., 1957, 
ibid., 1958, 
ibid., 1959, 
ibid., 1960, 


APPENDIX 8-1 A 


CENSUS OF PATIENTS ON BOOKS OF 
CANADIAN PSYCHIATRIC INSTITUTIONS, 1955-1960 


Derivation of Census 


Dominion Bureau of Statistics has published a series of tabulations for an 
annual census of patients on books of card-reporting psychiatric institutions, at 
the end of 1955 and subsequent years. This census includes data on age, sex, 
diagnosis, year of admission, type of institution and province. Its development 
was described in this manner: 


“The Dominion Bureau of Statistics...began in 1952 the processing of statistics in 
order to arrive at a census of patients in mental institutions... This census was to 
contain information on the in-patient population in mental institutions, and constitute 
a supplement to current reports on patients who enter and leave institutions each 
year. Existing information at that time were the data from a census of patients in 
mental institutions, June 1, 1931, which contained identification number, name, age, 
diagnosis, sex, and date of admission, as well as admission and separation cards for 
individual patients, which hospitals had been submitting since January 1, 1932. All 
hospitals were requested to submit a list of their patients, giving sex, age, and date of 
admission. By adding admission cards for the remainder of the year 1952 and for 
1953, and by eliminating the cards for patients separated during that period, a census 
as at December 31, 1953, was to be obtained. It was then decided to include diagnosis, 
method, and type of admission in the census information. 


“Accordingly, admission cards for patients who had been admitted since 1932 and 
were still on books in 1953 were drawn from the files. For patients admitted prior to 
June 1, 1931, and still on books, cards were made out, based on the lists which the 
hospitals had supplied in 1931 and 1952 and supplementary information, which most 
hospitals obligingly supplied. For patients who had been admitted between June lI, 
1931, and January 1, 1932, cards were made out based on the 1952 listings. These cards 
constituted a census of patients in all card reporting institutions, dated April 1, 1952. 


“To these cards, admission cards from May 1952 to December 1953 were added, and 
cards of patients separated during this period withdrawn, so that the resulting deck 
represented a census as at December 31, 1953. The task of searching for the 
documents had been very time-consuming and by 1956, due to staff shortage, it was 
completed for only eight provinces (excluding Quebec and Ontario). At this time more 
staff became available, so that the Bureau was enabled to produce a complete census 
of a fairly recent date. By 1959 the Bureau had a deck of machine-punched cards, 
representing patients on books of mental institutions at December 31, 1955. In the 
meantime the coding of documents and mechanical data processing procedures had 
been modified, so that it is now possible to produce an annual census by adding cards 
for patients admitted during the year and eliminating the cards for those who 
separated. Most of these operations are now done by machines, so that the censuses 
for the year 1955, 1956, and 1957 were completed within a few months.”! 


The census encompasses all patients on the books. In addition to in-patients, 
it includes patients on probation, in approved homes, on temporary home visits, 
on escape, or temporarily absent for other reasons. Excluded are patients in 


1Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions 
1955-57, op. cit. 
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institutions which do not report the movement of their patients on morbidity 
cards (although these institutions may report patient movement on summary 
schedules). Also excluded are part-time patients, i.e., those who spend the day in 
hospital and leave at night, and those who hold an outside job and return to the 
hospital in the evening (day patients and night patients). 


Although much other useful information is available on the morbidity 
reports (and punch card summaries) of admissions, it has not been transferred to 
the punch cards for the census. 


Discrepancies in Census 


The census is based upon reports of individual patients submitted by 99 (in 
1960) separate institutions. 


“Through careful periodical comparing of the count of morbidity cards with the 
hospital records, it has been possible to eliminate all discrepancies but for four 
provinces, where errors are well below one per cent of the total.’’2 


In addition there is some fluctuation in the number of reporting facilities, in 
terms of closure, or re-definition of function, or additions. By the end of 1960, it 
was felt that the census was about 98 per cent complete, and that the errors or 
discrepancies cumulated from the past had been confined to some three 
institutions in one province. These discrepancies were estimated as 663 more 
cards on file than were reported on schedules. 


If there were no discrepancies the various components of card-reported 
patient movement between the end of 1955 and 1960 would have produced 74,744 
patients on books at the end of 1960: 


Patientsireportedion books: Decupoisel OS Sim acicieicle eroetelesicie oi oe aie otielelolelovei ne 67,525 
Add? First and readmiss1ons 1 950—60 sje’. . c.cicieie sic oe ciclcieie she eie sve cletereieteieierel ee 176,914 
Subtract:, Discharges and deaths, 1956—60. 1... << ccciowreve otoleie clete sas ereteteve eiererclelene 169,695 

Calculated number remaining Dec. 31, 1960......... cc ceccccvese Mielerencveicnets 74,744 


The actual number of patients reported on the books Dec. 31, 1960, was 
75,443,699 higher than the number calculated above, a difference of less than one 
per cent nationally. To some extent this is accounted for by changes in the 
number of reporting institutions, as well as by errors involved in the reporting 
of admission, transfers, and separations by individual institutions. 


These discrepancies are negligible for Newfoundland, New Brunswick, 
Quebec, Ontario, Manitoba, Saskatchewan and British Columbia. These discre- 
pancies are relatively higher in Prince Edward Island, Nova Scotia and Alberta, 
where there have been changes in the number of institutions submitting 
card reports during the period. 


2Ibid., 1959, p. 7. 
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APPENDIX 8-1B 


PATIENT MOVEMENT (CARD-REPORTED), 
CANADA AND PROVINCES, 1956—1960 


Patient Movement 


1956 — 1960 Patients on Books Dec. 31, 1960 


Patients 


Pah at) 2 Om BOORE Calculated 
Dec. 31, 1955 Deaths Reported minus Reported 
CANADA.. 67,525 176,914! 19,625 | 150,070 — 699 
IN fl oesrererene 921 2,450 221 25232 - 10 
P.E.I. ..-- 573 1,490 134 1,267 + 190 
N.S. cceee 744 7,074 ELS 6,827 — 423 
INGER siateoe 2,200 5,985 697 5,154 25232 + 102 
Quebec... 19,350 36,523 4,475 | 28,984 22,748 ~ 334 
Ontario... 24,035 65, 102 8,080 | 53,802 | 27,255| 27,169 + 86 
Man. .---+> 3,919 9,829 908 8,602} 4,238 4,241 = 3 
Sask...-+-- 4,930 1 OUT, 1,661 | 10,319| 4,867 4,807 + 60 
Alta. .--+- 4,161 11,633 922) 10,534] 4,338 4,666 1328 
HSS Goose 6,692 24,911 2,354 | 22,349] 6,900 eso, 


1 Calculated = (Patients on books, Dec. 31, 1955) + (Admissions) ~ (Deaths) ~ (Discharges). 


Source; Dominion Bureau of Statistics, Mental Health Statistics, 1956 — 1960, op. cit., Mental Health 
Statistics, Supplement: Patients in Institutions, 1955 — 57, and 1960, op. cit. 


ROYAL COMMISSION ON HEALTH SERVICES 


372 


"St °d ‘O96T 
foz °d ‘6Ser {£1 °d ‘9S6r fez °d 69970 do ‘ZG-GG6] ‘SuOT{N} WSU] UZ SJUOTIEd szueWaIddNS ‘sdj38{ 3239 YZeeH [B}JUCEW ‘SoqT}st}e}g JO Nesing UoTUu;WOg teomMog 


rs POE | cette eee eee ee eens eQggy 
gS ee ey 
6b Pee ee 
Op C6G | tet eet ee eet eeeeeeee sy cey 
6b oye 


Lv COV RR Ta ane Sash! ees RIC ANd SST TA § 
uo1ejndod 000‘0OT 249d 938M 


Ske, ZOS*T| TLS°E | SOL*D | LHL ’s OCO%S Oh ee oi ee ee ee ee OO 
SY ESp*T| T6€e*e | 879% | L89°S CLONES | ee She ae re Ooo 
19 99e*T| B8Sz*e | O€9°b | 98b°S LOTS Sy Oks Ve ee: ec CaO TL 
IS 6Ee*T}| LEI*E | 7O9*h | ZOS*S LEO CG ae 8 Ee SS SS SOT 
GS ETE" | 7L6°% | v7S*y | OSE*S OL Co meme ae Se ae oe ie OSE 
oh L8T‘T| €98°% | IZP*y | 290°S GPS Tr te ee Soe 
ay eway sjueied Jo Joqunyy 
89 Zbb RELY Voy 
S9 Beh oY 1-5 
gS 9€b Sore cece eee eeeeee ee sgcer 
gs Obr ce er 5 
(Ae) OPV See eee ees Seesee ieee OCOm 
’9 Ler eee e ee eeee esos cee eesccgy 
uolejndod Q00‘00] 20d 978Y 
8h O9T‘T | 97E*E | 6HT*S 168°P WOVE | SCPOv fee eo Se * se ie go OOGT 
vS L80°T | OLZ°E | E00°S | vEv*9 | 979°9 | HOSO | ISZ*h | OST*h| TLETT | HLTSGE| corte “6S6T 
69 TZO“T | LET°E | TH6‘b | 60b9 | 76S*9 | LBT°O | L99%P | GBL°E | BOTT |SZI*BE| cette *8S6I 
cL £86 ILO°E | 86" | LTE*O | SZS*9 | S60°9 | ELO%H | SLO%E | ZZTT | PZO%ZE| cots ttt tt ttle eee *LS6T 
vL cEe6 186°C | L88°b | STZ*9 | GPO | 996'S | LZO%H | EHS | TZZT |OGBTOE] Cts ttt ttt “9S6T 
v9 c98 68°C | LOB‘ | 080°9 | 999 | 87B°S | SLS*h | SLT°E | GOTT |900%9ET rT ttt ttt tee SS6T 


een S$]U9I}ed Jo JoqumnA] 


(sueaf) dnoin o8y 


096IT—SS6T ‘VAVNVO ‘NOILV1NdOd 000°001 Yad OLLVN GNV 
SLNAILVd JO AHEWON ‘TE AHAWAOAA LV ‘dNOUND ADV GNV XS AG ‘SHOOd NO SLNAILVd 


7-8 XIGNAddV 


cn L6 cE cS v6 TOT ptt bet 88I 67 19 6cl dae ac Se ge eee cg a ee OOO 
SS OL 6c 9S T6 66 OTT Tel c8t KEG 8S Sct a a eo ee a os eed FOS OE 
= se s 16 86 601 6ZI OLI SIZ Is 1ZI ST Yayo 
=. SNS cs 88 oot 80T Scr ELT OT? cS OcT Bee ae soaigen cee” Sk Ge Be et ea Nach oe SO 
= 8Z ZS Sg 66 OOI ©ZI ILI LIZ gs OZI eee e ence eee er cere eerer eer ee es rgcgey 
ps 6Z os ZB 86 LOT SIT ILI C1Z 09 61 nfl 
uoljepsejol JeJUap 
nr ee ae 
9S 18 ZI OIL ee LE 61 9 I am 9z eee teen eee e eee eee eseeeeeee eenggT 
09 08 ZII ozl OL 6€ 61 a Z Ee! LZ eee eee eeeerereevreeeecesseeeerrcey 
= £6 oll pl 6L Ob gl L I =" Lt Soe eee cree eer eeeeeeeeeeseeersrocey 
= 86 oll 1zI $8 eb IZ 8 I — 6Z eS 
= iG elt ezI €8 €b 1Z ol I as o€ oT Tor 
= SZ LI SII €8 Sb gI Il I = o¢ eee e cece eee eeeeeeeeveeeeeeesrccey 
sesoyodsd aAljoajJV 
= ——- 
Lbb ZIb Ze LSZ cer | LI : CLT [rete t ete e ee eee ee eeeeeeeeeesengey 
re Zl see Ssz gel SI I ELI ey Lor 
Leb TAS pre £97 Of SI I OLI Serer ener eee everereveeereseracey 
6eb Ot SbE L9Z rel oI ss eit oe er 5 
9€h 6b es¢ OLZ Lel tI ~ esl CT fed 
eeb Leb 19¢ LSZ srl ZI = pg Oc Lor 
sasoyoAsd prouesed pue eiuasydoziyos 
ZOp OZE IZ I ILZ Peete eee eee er eeeee eee reese er snag 
8Sb IZE 1Z I blZ Cy tol 
ZLb 6ZE gI I 08Z Steerer eee essere eeeeeeeseeeereaceT 
L8b Lee 02 L8Z Pore sere eee reeevererevereeeeeeey cer 
L6¢ pre 61 = $62 cr ool S 
LIS 8ZE ol is 96Z eee eee eee eeseeeereserereres tcceT 
sesoyodsg I]V 
roa eTeN 
fa) (seat) dnory e8V A 
Z. 
fy 0961-SS61T ‘VAVNVO ‘NOILV1NdOd 000‘001 Aad OlLVa 
<x ‘SdNOUD ADV ANV OLLSONDVId ‘Xa4S Ad ‘1€ AAANAOAC LV SHOOE NO SLNAILVd 


€-8 XIGNAddV 


374 ROYAL COMMISSION ON HEALTH SERVICES 


APPENDIX 8-3 (Concluded) 


Age Group (years) 


20—29 | 30—39| 40—49 | 50—59 | 60—69 


70—79 | 80—89 


Female 
All Psychoses 
288 449 657 
281 460 648 
Dial 441 638 
256 417 611 
252 403 608 


248 398 591 


Schizophrenia and paranoid psychoses 
90 DES) 306 114 
88 212 813) alll 
83 202 304 110 
86 193 283 — 

82 192 276 E32 
82 189 279 162 


ffective psychoses 


Mental retardation 
109 107 94 
107 115 96 
106 109 
107 111 
109 108 
116 110 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
1955—57, op. cit., 1958, 1959, 1960. 
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APPENDIX 8-4 


PATIENTS ON BOOKS OF PSYCHIATRIC INSTITUTIONS, NUMBER AND RATIO 
PER 100,000 POPULATION, BY SEX, AGE, AND DIAGNOSTIC GROUP, 
CANADA, DECEMBER 31, 1956 AND 1961 


Number: 


ALL DIAGNOSES........ DEY PSY 9,666 
PSYCHOSES .c2e0cecccsece 16,211 8,265 
Schizophrenia and 
paranoid psychoses -- 3,679 
Affective psychoses .. TOMS 
Psychoses of senium.. 2,116 
Other psychoses....... 1,455 
Psychoneuroses «+... 163 
Mental retardation........ 701 
Remaining diagnoses .... 537 
Ratio per 100,000 
Population: 
ALL DIAGNOSES ...-eeeee 1,000 
IPSYCHOSCS oo clec es sss » 855 
Schizophrenia and ..... 
paranoid psychoses .. 381 
Affective psychoses .. 105 
Psychoses of senium... 219 
Other psychoses ..-e.-. 151 
Psychoneuroses ....+0+>+ 17 
ifs 


Mental retardation ..... aie 


Remaining diagnoses .. 
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APPENDIX 8—4 (Concluded) 
PATIENTS ON BOOKS OF PSYCHIATRIC INSTITUTIONS, NUMBER AND RATIO 
PER 100,000 POPULATION, BY SEX, AGE, AND DIAGNOSTIC GROUP, 
CANADA, DECEMBER 31, 1956 AND 1961 


ap eel D6athy ent | 1961 

Female All Under 60 and All Under 60 and 
Number: 
ALL DIAGNOSES ....... 32,176] 3,398 |19,754| 8,973 |35,621 | 4,696 | 20,726 | 10,164 
Psychoses 21,506 194 |13,355| 7,957 |21,848 296 | 12,827] 8,699 


Schizophrenia and 
paranoid psychoses.. | 12,510 137 | 9,078] 3,295 ;12,736 173 | 8,828) 3,652 


Affective psychoses...| 3,494 2 | 2,026) 1,454 | 3,452 19; 1,915] 1,512 

Psychoses of senium 2,488 _ 57] 2,431 | 2,635 - 45 | 2,589 

Other psychoses...... 3,014 56 | 2,194 758 | 3,025 65 | 2,039 919 
Psychoneuroses .......- 1,036 22 797 219 | 1,438 62 | 1,068 307 
Mental retardation ......| 8,031] 2,883 | 4,554 586 | 9,971 | 3,835 | 5,447 681 
Remaining diagnoses 1,603 339 | 1,036 245 | 2,364 503 | 1,384 477 
Ratio per 100,000 l 

Population: | | 
ALL DIAGNOSES ....... 406 108 505] 1,019 395 126 484] 1,008 
Psychoses ....2..ceecee 271 6 341 903 242 8 300 863 

Schizophrenia and 

paranoid psychoses. . 158 4 232 374 141 5 206 362 

Affective psychoses... 44 - 52 165 38 — 45 150 

Psychoses of senium.. 31 - 1 276 29 - 1 2577) 

Other psychoses...... 38 2 56 86 34 2 48 91 
Psychoneuroses......++- 13 - 20 25 16 2 25 30 
Mental retardation ....... 101 92 116 67 111 103 127 68 
Remaining diagnoses .... 20 11 26 28 26 13 32 47 


Note: Total includes those with age unstated. 


Source: Richman, A., and Kennedy, Peggy, Estimating Longitudinal Changes in the Number of Patient: 
Hospitalized in Canadian Psychiatric Institutions, op. cit. 
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APPENDIX 8-5 


DISTRIBUTION OF LENGTH OF STAY 
OF RESIDENTS IN PSYCHIATRIC INSTITUTIONS, 
CANADA, JUNE 1, 1931 


Per cent 
Under 6 months .-.---. 
G-18 Months ceccveseveverceeevevecsescvesesecveesreesere 
18-60 months eererrscereercereerererereerseverecrece 


eeoeceerr rere ee eee eee eee 


eoereoroerr oreo ere ere erer eer essere eee ee 9 & 


5 years or more Coeeee reer eer eerereor rere oe reee 


ecocoeoee eee eee 


Source: Dominion Bureau of Statistics, Seventh Census of Canada 1931, Vol. IX., op. 


cit. 
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APPENDIX 8-7 
PATIENTS WITH MENTAL RETARDATION ON BOOKS OF PUBLIC MENTAL 
HOSPITALS, NUMBER OF PATIENTS AND MEDIAN STAY (IN MONTHS), BY SEX, 
CANADA AND PROVINCES, DECEMBER 31, 1960 


ING WLOUN Glan disineissiccete s sic cleloveteversle! sieves ee) si sia.siiel'e. elfe) s 
Prince award standeicicte sisicieiererele sieleicie susie ole) ele) cic +6 
NOV al S COtaicis cisreretetsl cietelclaletelsleteleicts s¥olcle eislevererels orelese 
New: Brunswicltins . ctecisle ele cistcreietelelel clelele ciel ele ieierelorerelc 
QUEBEC aeneraterererelelarers <lcictolcnchsletelleicleletcheleloleccievereiereickels 
OnCarlOrys ciclelclclelsiclolsicicicicicrescleleteisteteiciclelerciene\e) cleleistel ere 
IMATIILODA stoic teletetale cle toheteteioie eleietctereieletersieterete cieie casi ets) 
DASKAtCHE wallmerslevatekoienel ncvelstelolekencrorsis lsielexetelene lehelevelierens 
INV Dertaleccrc ote cieseveneioieiecelsveeisierotencieieueisieieus.eieke 9.4.6, c.e0 ous 
British) Columbiasiereicicso.c o1e' ooo oie: eke¥er oe tie) ofele ole). ieee! eve 


Source: Data derived from special tabulations provided by Dominion Bureau of Statistics, 1962. 
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APPENDIX 8-9 


PATIENTS ON BOOKS OF PUBLIC MENTAL HOSPITALS, NUMBER OF PATIENTS 
AND MEDIAN STAY (IN MONTHS), BY SEX AND AGE GROUP, 
CANADA AND PROVINCES, DECEMBER 31, 1960 


Male 
All chest aa bl isega | igge-44 || 45264 leo one las oe 
Bees Over Stated 


38 


CANADA 
INUMDET< cc clenatave eels here 
Median time ..cccccece 


Newfoundland 
INumberies caterccc.eceteetes 
Median time .ecccecee 


Prince Edward Island 
Number aic.crc 0 e601 Sieletee 
Median time .ccccccece 


Nova Scotia 
INUMBES sie ecuscie ole e-euane 6 
Median time .eccccocce 


New Brunswick 
Number eeeeeeaeoceaeeoeoe e8 
Median time eeeeeaeoeaeeseese 


Quebec 
INUMDET, ciercrsreleveve.crederetevs 
Median time .ccccececes 


11 


Ontario 
INUMBDECTic oxciereseiereveretereters 
Median NIN Cieletelelelelelstele 


Manitoba 
INumbDEfisle o clelele ec cvelelere 6 
Median time ...cecceces 


Saskatchewan 
INUMDED cc s slelecce'e 6 6 crele 
Median time ..eccccces 


Alberta 
Number @eecoeaoeos aoe @e@eees8 
Median time @eeeeoeoeeaeoee@ 


British Columbia 
INMIimDEerigia sa cceratealavevsietare 
Median time .cccccccce 
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APPENDIX 8-9 (Concluded) 
PATIENTS ON BOOKS OF PUBLIC MENTAL HOSPITALS, 
NUMBER OF PATIENTS AND MEDIAN STAY (IN MONTHS), 
BY SEX AND AGE GROUP, 
CANADA AND PROVINCES, DECEMBER 31, 1960 
Female 
T 
All | O04 | 15-34 | 35144 | 45264 ] 65 and} Not 
necome | | oe ee 
CANADA 
INGUMDEere tice es | aunt ZO 534 5,203 4,749 10,174 6,733 DN) 
Median time ......... 80 33 27 61 1204 102 ABE: 
Newfoundland 
NUM betes cc) aicleielcte.e 606 387 4 {(\ 68 155 87 A 
Median -time-seees ve's's 77 sr 18 83 1204 83 Bar 
Prince Edw. Island 
INMIM DET daroncieiele @ stele. e's 196 1 44 39 63 49 = 
Median time us cose core ve vere 44 BRA 9 18 120+ _ 
Nova Scotia 
INUMmDET Ts cre are sie crore se: 536 15 153 95 173 100 — 
Median time .......2. 9 11 7 a iat 24 — 
New Brunswick 
INumberwerts ce citetag cle 1052 23 231 192 348 256 2, 
Median time ......... 69 20 28 83 120+ 104 ae 
Quebec 
Number eeeoeveeeeee eee 9,544 425 2,440 1,747 3,385 1,540 7 
Median time ......... 84 35 53 70 120+ 120+ soe 
Ontario 
Numbetrcer ess oe eee eT oe 27 1,504 | 1,563 3,651 | 2,885 2 
Median time .........- 72 4 16 Sil 120+ 88 AG 
Manitoba 
INU DET arr tay crsue ters sje ene 1,512 1 163 281 610 448 9 
Median time ........- 120+} % <5 14 89 120+, 120+) ... 
Saskatchewan 
Rember:. aay. cree ee | 19093 4 132 203 546 | 506 2 
Median time ........ 107} “sae 19 76 120+ 79 | ee 
Alberta 
NBmber setae ates es 4,277 4 166 230 554 323 re 
Median time ......... Sant esas 9 53 120+; = 90 s 
British Columbia 
Nimbés , &o.s5.s8-0+ | 2,891 30 299 331 689 539 3 
A . 1 113 101 arene 
Median time aise eokere Sah + a1 | 90 28 5 SB 


Source: Data derived from special tabulations provided by Dominion Bureau of Statistics, 1962. 
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APPENDIX 9-1 


APPENDIX 9-1 
PATIENTS IN HOSPITAL OVER 18 MONTHS, 1931, 
NUMBER AND RATIO PER 100,000 POPULATION, 
CANADA AND PROVINCES 


Patients in 
Hospital over 


18 Months, 
No. 

GANADA, « s2.0 ctaciee ciao sre. « ROB Cs SCO Ris CP OBO TRONS 

Prince Edward Istand . 5... c00.scess Braferereyeveter ee si cekore s 

INOV. al SCOtlamsciieicic sis clarele eres as sie olete AICI tegen Sis terete 

News bsruns Wicks s.<:s «se + « s/she.e' As RoR RRETCE Malev ae'te @ victors 
Quebec...... ORO OOS BOP, oy ROMO MCU ORLIEI OO Sioleleteretoite s¥e1e are 
Ontario. cre vexeieusivisneee wees ea aie siete Geese ALEC ROR soceere ais 
Manitobal. aiiesiices 6 «2s DCIS CORA ere ree stile. creates 
Saskatchewan a..5.<<)0< eetsvejererets Bete s eieue siel clench etehe aveceietelcreieis 

PA DOLE Ac steia ersveia le cisisiisice.s/ee1e) 4) «1eie.0 ee) s1.0),0,010110).6,016) 6:61 6..010)0)10-010 016) 610 

Psei tishe COlUMp Tas a siete: a/c 0.0) creche! 's efereie:- a Br ale ejelerelelsterereiere 


Source: Dominion Bureau of Statistics, 
Census of Canada 1931, Vol. IX, op. cit., p. 255. 


Dominion Bureau of Statistics, 
Population Estimates 1921-1952, Reference Paper No. 40, Feb. 1953, 
Ottawa: Queen’s Printer, 1953. 
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APPENDIX 9-3 


APPENDIX 9-3 
MENTAL HOSPITAL PATIENTS REMAINING 2 — 3 YEARS, 
RATIO PER 100,000 POPULATION; BY SEX AND AGE GROUP, 
CANADA AND SELECTED PROVINCES, DECEMBER 31, 1960 


CANADA.... 


New Brunswick ......... 


Quebec ..... 
Ontario sa... . 


Manitoba...... 
Saskatchewan .......... 


Alberta ..... 


British Columbia... ...... 


eeeeee eco ee 


ecoceoeeeseeee 


1Ratios based on numerators of less than ten are enclosed in brackets. 


Source: Data derived from special tabulations provided by Dominion Bureau of Statistics, 1962. 
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APPENDIX 10-1 


ESTIMATED HOSPITAL COSTS FOR PATIENTS CONTINUOUSLY 
HOSPITALIZED BETWEEN DEC. 31, 1955, AND DEC. 31, 1960 


There were 33,588 patients in public mental hospitals, and 7,636 patients in 
hospitals for the mentally retarded at Dec. 31, 1960, who had been admitted 
before 1956 and had accumulated at least 620,472 years of continuous hospital 
care (Table 10-5). It is difficult to estimate the total costs for 620,472 years of 
continuous hospital care. However, it is possible to estimate the hospital 
expenditure for these patients during the period 1956-1960 on the assumptions 
that: 

On the average 5 per cent of the patients were outside of institutions 
during the five-year period; 


The per diem costs for these patients were the same as per diem costs 
for all patients in the institution; 


The patients had remained in the type of institution where they were 
reported at the end of 1960. 


The number of patient-years spent by all patients in public mental 
hospitals, and hospitals for mentally retarded during this five-year period is 
estimated from the average daily census reported by these institutions. Between 
1956-1960, a total of 261,104 patient-years were spent in public mental hospitals 
and 50,359 patient-years in public hospitals for mentally retarded. Operating 
expenditures during this period were estimated as $363,711,000 for public mental 
hospitals and $83,881,000 for hospitals for mentally retarded. 


Patients continuously retained between 1956 and 1960 utilized 61 per cent of 
the expenditures of the public mental hospitals and 72 per cent of expenditures 
of hospitals for mentally retarded, a total of $282.6 million. 
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APPENDIX 10-1A 
ESTIMATED HOSPITAL COSTS FOR PATIENTS CONTINUOUSLY HOSPITALIZED, 


CANADA, DEC. 31, 1955 — DEC. 31, 1960 
; Public Hospitals 
Public Mental for Mentally 
Hospitals Retarded 


All Patients 
Total number of patient-years in institutions 


during S=year period ici. acre sieiciclsicls sicleicis clelejcie se ele 261,104 50,359 

Estimated expenditures...ccccccccccccccccccccccs | $363,711,0001| $83,881,000 
Patients Continuously on Hospital Books 

between Dec, 31, 1955 and Dec. 31, 1960 
INumberiok patient sisi rcielelelelelelelerelelelsielelaleieicie sie aleverelale 33,588 7,636 
Estimated number of patient-years in 

institutions during 5-year period2...cceccccccece 159,543 36,271 
Estimated expenditures: 

AXIMOUNE Te ole sieielel elelelelelslevetsle a clslelelele sleiciclcleleieie sie sie | 92225527000 $60,394,000 

Perscentyvof total acre cleielelsicls clelclelc co's eee clele'e oer 61.1 72.0 


1 


Estimated from Financial Supplement. Due to incomplete reporting from Quebec, data for 1959 were 
estimated as the mean of 1958 and 1960 for public mental hospitals. 


Estimated on the assumption that on the average 95 per cent of the patients on the books were in 
institutions during the 5-year period. 


Source: Dominion Bureau of Statistics, Mental Health Statistics, 1956, 1957, 1958, 1959, 1960, op.cit.; 


Mental Health Statistics, Financial Supplement, 1956, 1957, 1958, 1959, 1960, op.cit. 
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APPENDIX 10-3A 


PATIENTS ON BOOKS AT DECEMBER 31, BY SEX, YEARS SINCE ADMISSION, 
AND DIAGNOSTIC GROUP, ALL CARD-REPORTING PSYCHIATRIC 
INSTITUTIONS, CANADA, 1955-1961 


Male 


Years Since Admission 


All Diagnoses l 

1955.....) 36,006 5,810 2,926 2,186 | 3,703 6,110 15,271 
WOSGsseisiel« 36,890 6,046 2,884 25335 Si 7/ Se 6,296 155572 
TOS 7iyere¥ sis 37,624 5,980 2,769 2,249 3,806 6,734 16,086 
TOSS acuel, 38,125 6,685 2,603 2,050 BINT, 6,827 16,243 
LOS Oi ete 016 39,174 6,909 2,883 1,974 35555 Te laly/ 16,736 
TOGO... 1.76 40,423 8,563 3,049 2,070 3,154 7,021 16,566 
MOGI revsiene 40,865 9,119 4,093 2,228 2,970 6,490 15,965 
Schizophrenia and paranoid psychoses 

IOS ae 6 14,855 1,989 940 710 1,174 2,294 7,748 
TOS6 1.5. /en- HS lio 2,140 946 735 15232 2,264 7,815 
NOS ie reke rots 15,324 2,120 940 697 1,215 2,340 8,012 
MOSS croteters 15,426 2,429 883 650 1,150 2,307 8,007 
OS Ogee 15,448 2,260 934 621 a TANS: 2325 8,193 
1960..... 155821 3,049 847 603 987 DEORE 8,058 
LOGE ye rcters 15,749 3,083 1,389 579 884 2,098 7,716 
Affective psychoses 

MOS Os rereke 2,370 614 195 129 246 419 767 
OSG raat 2,442 692 182 128 226 443 aps 
L5G Sia 2,469 699 205 122 205 454 784 
MOS Sitter. ek Desi 667 184 Sa 175 423 791 
NOR S606 2,411 707 195 126 187 391 805 
NCO GhG.c 2,359 765 188 107 170 334 795 
LOG reece 2,287 790 219 98 154 279 747 


Mental retardation 


TOS Sirens 9,132 909 805 1,720 3,849 
TOS Gis tear 9,438 799 797 1,911 3,988 
TOS Va texas 9,719 641 624 2,230 4,185 
TOSS) sat. 9,964 802 537 2,403 4,284 
Ce eae 10,461 970 610 4,459 
TO6 0 ieersracs 10,967 1,329 845 4,518 
TOG eee 11,462 1,612 i 117 4,489 
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APPENDIX 10-—3A (Concluded) 


PATIENTS ON BOOKS AT DECEMBER 31, BY SEX, YEARS SINCE ADMISSION, 
AND DIAGNOSTIC GROUP, ALL CARD-REPORTING PSYCHIATRIC 


INSTITUTIONS, CANADA, 1955-1961 
Year | Total 


Female 
All Diagnoses ; 


Years Since Admission 


Under 1 


LO5S onto 31,519 5,802 2,498 1,864 3,188 5,305 12,862 
1956.50 32,176 6,248 De5o2 1,886 Sey, 5,297 13,076 
LOS Fre teres 32,687 6,179 2,598 1,870 2,898 5,580 13,562 
1958. ers 337127 6,886 2,511 1,783 2,826 5,435 13,686 
19595 0s 33,873 6,992 PUSSY 1,821 2,867 5,429 14,034 
LOGO ste « 35,020 8,476 2,824 1,893 2,754 5335 13,740 
196 trees 35,621 8,797 3,649 1,917 PATTPT) 5,047 13,434 
Schizophrenia and paranoid psychoses ; 
LOS Sees wiere 12,463 1,933 Tigh 605 1,051 2,031 6,072 
1956 Ne 12,510 2,102 764 542 O25 1,947 6,130 
LOS Tee ere 12,601 2,150 801 528 843 1,978 6,301 
1958 ee ae 12,490 23325 812 505 737 1,798 6,313 
LOSO tate 12,640 2,408 832 534 763 1,650 6,453 
19600 a < 12,869 2,986 877 494 758 1,556 6,198 
LOG US tere. 12,736 Pipes kif 1,192 536 728 1,423 6,040 
Affective psychoses 
19552 iets 3,444 1,069 243 191 | 299 471 Lal /A 
VOSGcrcrere 3,494 1,140 255 148 306 463 1,182 
LOST ornare Siewil Pe Si7, 325 147 244 494 1,184 
LOSS Freie 3,545 13275 274 166 191 467 TP72 
1959."..35 3,568 1,250 332 151 DOM 435 inalizes: 
1960" 5. SF525 1,348 298 iUyfAl 22 400 1,096 
LOG Uc s 3,452 1,361 332 152 218 348 1,041 
Mental retardation 
POSS se 7,374 657 587 438 898 1,443 3,351 
V9O56..5en 7,584 663 579 545 864 1,511 3,422 
LOST ects: Teitip| 568 488 511 894 1,683 3,627 
LOSS. ces « 8,059 684 486 962 1,766 SAS 
1959... 8,283 617 538 3,853 
8,623 926 526 3,896 
9,204 1,387 796 


Source: Dominion Bureau of Statistics, 
Mental Health Statistics, Supplement:Patients in Institutions, 
1955—57, pp. 57-59; 1958, p. 35; 1959, p. 36; 1960, p. 44,and 
1961, p. 46, op.cit. 
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APPENDIX 10-3B 
PATIENTS ON BOOKS AT DECEMBER 31, BY SEX, YEARS SINCE ADMISSION, 
AND AGE GROUP, ALL CARD-REPORTING PSYCHIATRIC INSTITUTIONS, 
CANADA, 1955-1961 


Male 


Years Since Admission 


oe — 
1-2 2-3 3-5 il 5—10 10+ 
Tesi 


Age group under 20 years 


NOS Sires a 4,384 985 720 520 923 863 | 373 
OS Oiies!ss 4,655 920 747 641 905 1,058 384 
ION As oS 4,852 829 644 679 1,006 1,309 385 
1953000. ~~ 4,997 950 528 531 1,150 1,468 370 
TOS O rete «.s Deas 1,254 671 473 1,048 1a ANS! 361 
NOGOe. « « 5,871 15510 921 565 833 17311 431 
NC Wilen eae 6,229 1,539 873 790 825 1,701 501 
Age group 20—39 years 

DOS Sr rcietel 10,403 2,119 940 740 1,212 2,182 3,210 
MOS Giraicts« 10,593 23239 869 717 1,265 2,209 3,298 
NOL AReA Go 10,768 2,241 872 649 1,231 Dseyete 3,442 
1958..... 10,854 2,491 810 587 1,096 2,362 3,508 
OS Oi tarersie 11,055 2,497 887 553 1,050 2,427 3,641 
L96ON. 6: 11,340 Sip ksiyy 834 589 900 2,286 3,594 
MOGI. etels. 11,415 3,192 1,282 548 832 2,094 3,467 
Age group 40—59 years 

MOS Siieis « 12,546 1,513 662 446 878 1,944 7,103 
NORA Som 12,664 1,581 643) 54) 527 858 1,880 79115 
OS ierens ss 12,892 1,620 617 491 877 1,898 7,389 
NO aaia se 13,001 1,806 635 483 818 1,858 7,401 
LOS 9 si0.< 016 13,060 1,682 632 483 819 1,854 7,590 
HOG Osi. 6 0 135591 Deseyoyii 602 427 796 1,811 7,398 
OOM ora s « 135010 2,594 1,042 434 698 1,704 7,038 


Age group 60 years and over 


8,609 1,180 599 475 682 1,117 4,556 
8,904 1,295 615 445 q2N 1,141 4,687 
9,040 1,280 627 425 684 1,182 4,842 
9,204 1,428 626 442 646 1,125 4,937 
9,483 1,476 690 463 628 1,105 5 rk 
9,773 1,759 692 487 618 1,097 5,120 
9,666 1,794 896 456 612 974 4,934 
de a! a L 
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APPENDIX 10-—3B (Concluded) 


PATIENTS ON BOOKS AT DECEMBER 31, BY SEX, YEARS SINCE ADMISSION, 
AND AGE GROUP, ALL CARD-REPORTING PSYCHIATRIC INSTITUTIONS, 
CANADA, 1955-1961 


Female 


Years Since Admission 


Year Total 
Under 1 1-—2 3—5 5—10 10+ 


Age group under 20 years 


MOS Sicreccnstene 3,236 713 543 363 619 680 318 
1956.....4. 3,398 703 498 472 663 736 326 
NOSWESA pod! ~ Sees 708 475 426 724 876 B37 
NOS Siepene eters 3,782 821 496 410 763 979 313 
NO5 Olrerere 6: 6 4,005 877 545 431 T12 1,129 311 
1960...... 4,330 1,017 597 478 706 1,180 352 
LOG 125s c,018 4,696 PT 664 484 731 1,190 350 
Age group 20—39 years 

MOSS ivenee sts 8,447 2,099 736 541 967 1,718 2,386 
OS Gres euererens 8,463 2,256 744 499 869 1,689 2,406 
NOR raae 8,502 2,140 742 503 780 1,758 2,579 
TOS Siieiersrers 8,556 2,422 665 457 728 1,647 2,637 
19S Overs avers 8,652 2,454 732 409 741 1,609 2,707 
1960...... 8,870 2,868 706 442 659 1,538 2,657 
iCiileeoood) ORY 3,013 898 409 650 1,447 2,600 
Age group 40—59 years 

POS Sire creel ells 1,682 600 462 857 1,833 5,694 
1956...... 11,291 1,863 600 452 833 AS 5,770 
COS Goce 11,342 1,904 628 423 704 1,797 5,886 
NOM onad)  Wil.sile 2,072 623 389 650 1,634 5,942 
1959......| 11,509 2,123 697 440 642 1,560 6,047 
LOGO ceiste le 11.670 2,633 733 422 626 1,463 5,793 
LOGD reece 11,709 2,656 1,020 463 641 1,323 5,606 
Age group 60 years and over 

MOS Siarepetetate 8,662 1,306 617 494 741 1,069 4,435 
1956...... 8,973 1,414 688 461 767 1,097 4,546 
LOS 7iaretss siete 9,241 1,420 747 517 686 1,145 4,726 
VOSS ices cls 9,418 1,559 YRD 523 684 1,170 4,760 


9,662 1,538 753 539 769 4,935 
10,115 1,958 788 549 760 4,911 
10,164 1,851 1,067 561 USD 4,851 


Source: Dominion Bureau of Statistics, Mental Health Statistics, Supplement: Patients in Institutions, 
1955—57, pp. 54-55; 1958, pp. 34—35; 1959, pp. 34—35; 1960, pp. 39—40, and 1961, pp. 41—42, 
Open Cit. 


APPENDIX 10-4 401 


APPENDIX 10-4 


PATIENTS ON BOOKS AT DECEMBER 31, 1960, WHO HAD BEEN 
ADMITTED DURING 1960, BY AGE, DIAGNOSTIC GROUP, AND TYPE OF 
INSTITUTION, ALL CARD-REPORTING PSYCHIATRIC INSTITUTIONS, CANADA 


All Public Mental Hospitals for 


Institutions Hospitals Mentally Retarded ee 

All Patients..... 17,039 13,466 1,433 2,140 

Age OLA el cte tere ¢ 1,279 304 932 43 
Group WIS) 56 5.06000 7,053 5,945 352 756 
(years 40—64.....06. 5,831 4,928 129 774 
OS ir condobo Sc 2,876 2,289 20 567 
Psychoses ...... 11,151 9,930 84 1,137 
‘Schizophrenia.... 5,669 5,182 22 465 

Diece Manic-Depressive, 1,583 1,338 5 240 
Rbatic SENT gici 6) «) fal oiers te 1,676 1,474 3 199 
Group Psychoneuroses.. 1,334 798 3 533 
Mental Retardation 2,496 1,196 PWS) 25 

He PILEPSYaele ol enororole 348 246 46 56 

Other Diagnoses . 1,710 1,296 £2 25 389 


Source: Dominion Bureau of Statistics, 
Mental Health Statistics, Supplement: Patients in Institutions, 1960, op. cit. pp. 48—50. 
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DEMOGRAPHIC CHARACTERISTICS OF SASKATCHEWAN AND BRITISH COLUMBIA, 
BY METROPOLITAN AND NON-METROPOLITAN REGIONS, 1961 


IPOPUlaliOny .teiaieiclersi oie) 


Age distribution 
Under 15.....e.e0. 


eoceeeceoee 


Marital distribution 
15 + years, 
total = 100% 
= SMyaIG5 5 aadniacoc 


Ethnic origin 
British Isles ...... 


Birth place 
Canada. ....e0e cee 
Same province..... 


Immigrant = 100% 
pre 1021 ce sice wo 
post 1945 .......6.. 


Education 
Population 5 years + 
not attending 
school = 100% 
Some university 
Some high school... 


Dwellin§s ....eeeeee% 
Single detached.... 


Occupancy 


Under 1 year.... 

Over 10 years... 
Built since 1945... 
With television 

S€t ciccsvss 
With automobile.... 
Non-family 

households ..... 

Household heads 

Some university...- 
Some high school .. 
Canadian=bom..... 
Post-war 


Regina, Rest of 
Saskatoon Province 
207,667 717,514 

32% 35% 
60% 56% 
8% 10% 

25% 26% 
48% 38% 
82% 84% 
67% 73% 

44% 62% 

37% 14% 

87% 4% 

54% 39% 

56,033 189,391 

73% 90% 
21% 11% 
21% 44% 
53% 36% 
88% 61% 
75% 74% 
15% 16% 
13% 4% 
50% 35% 
70% 687% 
7% 27% 


British Columbia 


Metropolitan 
Vancouver, 
Victoria 


944,317 


28% 
60% 
12% 


65% 


71% 
44% 


276,081 
75% 


17% 
24% 
497% 


86% 
71% 


187% 


12% 
56% 
587 


13% 


227% 


39% 
427% 


97% 
587% 


Rest of 


Province 


684,765 


35% 
577% 
8% 


52% 


7870 
51% 


183,451 
877 


19% 
25% 
567% 


55% 
72% 


16% 

87 
49% 
637% 


10% 


23% 


347% 
42% 


6% 
51% 
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APPENDIX 13-1 (Concluded) 


Saskatchewan British Columbia 
Metropolitan 
Vancouver, 


Victoria 


Regina, 
Saskatoon 


Rest of 
Province 


Rest of 
Province 


Hus band-wife 
families = 100%.... 
Wife in labour 

EOTC Onis: clots stale! sieve 
Neither husband nor 
wife in labour 

LOTCC soit ie leis m/e0e 


19% 


Source: Dominion Bureau of Statistics, Census of Canada, 1961, op. cit. 


APPENDIX 13-2 
PREVIOUS HOSPITALIZATION AMONG PATIENTS REPORTED AS FIRST ADMISSIONS 
TO PROVINCIAL MENTAL HOSPITAL, 30 PER CENT 


SAMPLE OF REPORTED FIRST ADMISSIONS, 
APRIL 1, 1960 — MARCH 31, 1961 


Schizo- 
All phrenia Affective Psycho- Remaining 
Diagnoses land Paranoid Psychoses neuroses Diagnoses 
Psychoses 


ALL ADMISSIONS 529=100.0% | 1657100.0% | 48#100.0% | 133-100.0% 
Patients with previous 
treatment reported 

by family 


183=100.0% 


Treated in psychiatric 
institution outside 
British Columbia... 


9 
Treated in psychiatric 
institution within 
British Columbia 
prior to 1958....... 3 PA 4 
Totalipreiscis oie:e 7s 08ers 19= 11.5% 7= 14.6% 13= 7.1% 


Source: Drayton, R.M., ‘*The Natural History of Hospital Care for Psychiatric Ilinesses.’? Thesis sub- 


mitted in partial fulfilment of the requirements for the degree of Doctor of Medicine, Univer- 
sity of British Columbia, February 1963. 
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APPENDIX 13-3 
ESTIMATED NUMBER OF ADMISSIONS AND ANNUAL RATE PER 100,000 POPULATION, 
BY DIAGNOSTIC GROUP, AREA, SEX, MARITAL STATUS AND AGE, 
BRITISH COLUMBIA, ALL INSTITUTIONS, 1958-1960 


All Diagnostic Groups 


Estimated Cases — Three Year Total 
Marital 
Area Status 15-64 15-34 | 35-44 | 45-64 | 65 + 


Metro- Male eres 400 
politan 
Female i rarer 


190 
590 
230 
Non- 
Metro- 
politan 


500 
730 


1,320 


250 
200 
450 


120 
180 
300 


PRO EN 750 
2,070 


ee ra,s66 | 6,380 | 416 | a 


al per 100,000 Satan Annually 


366 
377 
370 


318 
548 
446 


Metro- 
politan 


408 


440 
614 
503 


359 
558 
456 


Non- 
Metro- 
politan 
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APPENDIX 13-3 (Continued) 


Functional Psychoses 


Estimated Cases — Three Year Total 
A S Marital ae 
rea ex 
40 70 50 


Metro- Male |Married ....... 20 
politan 260 20 
Ss gustste e.ohere 300 40 

Female |Married ....... 30 

Not married.... 100 

Seekeks elehels 130 

SS ASO SE OOIEE, oe 170 

Non- Male |Married ....... 90 40 
Metro- Not married.... 40 - 
politan M0 tal’, sveteve suers 130 40 
Female |Married ....... 100 10 

Not married.... 20 20 

Lotalyr cies. cre 120 30 


|730| 660] — | 270 250 
2,330 |2,090 | ~ | 870 | s60 | 660 | 240 


Rates per 100,000 Population, Annually 
Metro- Male |Married ....... 18 
politan Not married.... 40 
NO tale. vvayenere otevs 25 
Female |Married ....... 41 
Not married.... 110 
otal esac oslo 80 


58) 

Non- Male |Married ....... 70 
Metro- Not married.... _ 
politan sTio tall’ erate cesta 45 
Female |Married ....... 30 

Not married.... 62 

LO taltave sec cers 46 

ILO tall fy averavexstateveveiers 45 

TOTAIE | ceeters 50 
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APPENDIX 13-3 (Continued) 


Non-functional Psychoses 
Estimated Cases — Three Year Total 


AY Ss Marital wl 

Status Total | 15-64 pel 15-34 | 35-44 | 45-64] 65 + 

Metro- 330 — — 70 260 20, 
politan 190 = 20 70 100 50 
520 — 20 140 360 260 

Married ane «> + 190 a 20 50 120 120 

Not married .... 100 _ 20 40 40 170 

290 _ 40 90 160 290 

ittlene te torererenee ee 810 60 230 520 550 

Non- Married........ 60 ee oti 30 90 
Metro- Not married ,. 80 10 20 50 70 
Politatray| Meee LOta LT. «sr. ots 140 10 50 80 160 
Female |Married........ 60 40 20 — 60 

Not married .... _ _ _ — 110 

BLOLAL Ee tae cr ctel ee 60 40 20 = 170 

awe AGE Fale za cara aaa 

MO TA lene eee chers te Sees lel, S90: els010 =, 110 300 600 880 

Rates per 100,000 Population, Annually 

Metro- Male |Married........ 61 — _ 43 119 192 
politan Not married .... 80 — 1 303 244 99 
Breve a) 67 — 6 76 139 163 

Bway ase * 33 _ 9 29 61 166 

se 45 —_ 16 140 60 186 

ete Gietececs 36 — 12 45 61 um 

Male clewle esters Syl = 9 60 100 170 

Non- Male |Married........ v5 — _ 26 20 158 
Metro- Not married .... By/ — 6 101 138 Das 
politan MLO LAs ctetese te ste 5:5 23 —_ 4 38 42 179 
Female |Married........ 15 — 24 17 - 179 

Not married .... - _ _ — _ 341 

M:otali 2 sso .6.che 11 — 16 16 — 259 

18 - 9 27, 23 213 


TRONS VN Drees crc a0 Sates hid 37 - 9 47 69 184 
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Area 


Metro- 
politan 


Non- 
Metro- 
politan 


Metro- 
politan 


Non- 
Metro- 


politan 
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APPENDIX 13-3 (Continued) 


Psy choneuroses 
Estimated Cases — Three Year Total 
S Marital Oni 
ex 

Status 15-64 15-34 | 35-44 | 45-64 | 65 + 
Male |Married..... a oie 50 80 40 
Not married.... 10 
"To ta lyre. ti 50 
Female|Married........ 20 
Not married.... 80 
MO tale et ecrent ets 100 
as meee ore eee ere aren rary meee ee 
Male |Married........ 150 20 80 50 10 
Not married.... 100 10 
RO ta leicester state 20 
Female |Married........ 10 
Not married.... 10 
RO talee ccuststetstes 20 


TOtaleye cccustetstete ccenetots/ orete 


sa | — [200 | aso [aso [<0 


Rates per 100,000 Population, Annually 


TOTAL Aotearoa 


Male |Married........ 37 
Not married.... 20 

Mota lester eve cere Sil 
Female |Married........ 28 
Not married.... 88 

To talipeer cerns 61 

46 

Male |Married........ 18 
Not married.... Syl 
Total’ eras ets 22 

30 

31 

Aare ROIS 30 

26 


40 
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APPENDIX 13-3 (Concluded) 


Remaining Diagnoses’ 


Estimated lisse — Three Year Total 


rere ae Marital oe 
er 

Status 15-64 is. 34 | 35-44 | 45-64 | 65+ 
Metro- Male |Married....... 130 130 
politan Not married.... 110 
rota leerets ec ete e 240 
Female|Married ....... 60 
Not married.... 150 
Motalesne cose. 210 
“TO tet ERS Mares tens toysi-s¥sycter < 330 450 
Non- Male ‘|JMarried....-:. 70 110 
Metro- Not married.,.. 10 120 
politan Mostaileperas sr sree 80 230 
Female |Married ....... 30 40 
Not married.... _ 40 
Botaleene reo «..8 eee 30 80 


oe gee Dae Ot ONE. [Paya Gad Tans Tare, Seg ™P UO | St 
TO DALE, atts crhae ieied |e 49000 ARRAN ARE 610 280 440 760 


Rates per 100,000 Population, Annually 
Metro- Male |Married ....... Sif —- 119 
politan Not married.... 81 39 218 
bo italligete;s evel, selene 69 39 150 
Female |Married ....... 34 — 83 
Not married.... 60 18 164 
PLvoitatly tevateds: acetate 47 18 128 
28 139 
Non- Male |Married ....... _ 193 
Metro- Not married.... 47 369 
politan AL Ota lies, Setcke teste 47 2H 
Female|Married ......- 25 - _ 24 120 
Not married.... 31 1S — — 124 
Mota’ rercicieredarers a 20 122 


sOtailt coetece ore tohsietelareneus 


28 25 BS 
: 


Note: Includes all public, private and federal in-patient facilities for psychiatric patients. 
1 Disorders of character, behaviour and intelligence. 


Source: Dominion Bureau of Statistics, special tabulations. 
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APPENDIX 13-4 


THE EXPECTATION OF ADMISSION TO A 
PSYCHIATRIC IN-PATIENT FACILITY 


The chances of an individual being admitted to a psychiatric institution at 
some time in his lifetime may be projected from the age-specific rates of 
mortality, and first admission. This index, or expectation, represents the proba- 
bility of psychiatric hospitalization during the lifetime of a group of new-borns. 
Expectation is influenced by two factors: firstly, the life span of a group of 
new-borns, that is the length of time that this group of new-borns will live and 
therefore be exposed to the possibility of admission to a psychiatric hospital; and 
secondly, the rates of admission to various types of psychiatric in-patient facility. 


The expectation of hospitalization is thus made up of calculations which take 
into consideration both mortality rates and the incidence of hospitalization. This 
projection is based upon the assumptions that future rates of mortality and rates 
of first admission will be similar to those upon which expectancy is calculated. If 
the future rates of first admission were to decrease (which could occur with 
increased provision of community alternatives to psychiatric hospitalization), 
expectancy would decrease. 


For Ontario, Sloman! estimated that, on the basis of 1955-1957 mortality and 
admission rates, 6.7 per cent of new-born males, and 7.3 per cent of new-born 
females would be admitted to a public mental hospital or hospital for mentally 
defectives. These calculations omitted patients admitted to psychiatric units of 
general hospitals, private and federal hospitals, and therefore minimize the 
expectation. 


Various methods of calculation, differing to some extent, have been utilized 
for estimating expectation.?*.4,5,6 An approximation, based on Sloman’s data for 
Ontario, estimates that with Saskatchewan’s 1958-1960 rates of first admission 
(calculated in Chapter 13) about one out of eight infants would be expected to be 
hospitalized at some time in their lives.” It is evident that for both the Ontario 


1Sloman, Jean G., op. cit. 


2Jaffe, A. J., U.S. Bureau of the Census, Handbook of Statistical Methods for Demographers 
(preliminary edition, second printing), Washington: United States Government Printing Office, 
1951. 


8Fremming, K. H., The Expectation of Mental Infirmity in a Sample of the Danish Population, 
Occasional Papers on Eugenics No. 7, The Eugenics Society and Cassell & Co., 1951. 


4Goldhammer, H., and Marshall, A. W., Psychosis and Civilization, Glencoe, Illinois, The Free 
Press, 1953. 


5Norris, V., Mental Illness in London, Maudsley Monograph No. 6, Institute of Psychiatry, 
London: Oxford University Press, 1959. 


6’Kramer, M., in Causes of Mental Disorder; A Review of Epidemiological Knowledge, 1959, New 
York: Milbank Memorial Fund, 1961, pp. 42-43. 


7Expectation of admission to mental hospitals has been estimated on the basis of first 
admission and mortality rates during 1960 as 6.5% for the United States and 9.0% for New York 
State, National Institute of Mental Health, Biometrics Branch, Hospital Studies Section, in Basic 
Statistical Terms and Concepts for Epnidemiology, a Reference Document prepared for the 
Epidemiology of the Mental Diseases, an Institute for Mental Health Statisticians, held at the 
Johns Hopkins University, August 24-Sept. 3, 1964, dupl., Washington: National Institute of 
Mental Health, 1964. 
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and Saskatchewan data about one-third of the admissions are estimated to occur 
after the age of 65. 


EXPECTATION OF 
ADMISSION TO A PSYCHIATRIC IN-PATIENT FACILITY 


) Annual Rates of First Estimated Number of 


ened Admissions amon 
Ad & 
Age peu hee 100,000 New-borns 
Group Oitee We 
£ 
1 Pe Bee caat Ontario? | Saskatchewan‘ 
(0s Wy Es ras See St gi sLalaNele aye 0:6, 1601s 31 is) 511 ihe 247 
TS et OY kOe & ANS RA SICA CCR ICD ROCCO 87—99 181 4,112 7,518 
(GS). 12) eewrincees ORE WONT NDE OSC MERCER CHNCRE 228 508 2,087 4,650 
Total..... asd el 6,710 [ 12,415 
= 


1 Table 12—4 (Ontario). 
2 Estimated from unduplicated 10 per cent sample of first admissions 1958—1960,Table 13—5. 


3 Sloman Joan G., op. cit. These numbers represent the estimated number of male admissions based 
on male mortality and admission rates. 
4 This is an approximate estimate based on the calculation 


Saskatchewan admission rates Estimated number of male admissions 
x 


Ontario admission rates for Ontario. 


It is recognized that the annual Saskatchewan rates of admission are not 
sex-specific, while the estimated number of Ontario admissions is based on male 
admission and mortality rates. This calculation was applied to the estimated 
number of male admissions since the male expectancy was about 8 per cent 
lower than the female expectancy for Ontario. Life expectancy was slightly 
lower in Ontario than in the Prairie Provinces, 1960-1962.8 


8Dominion Bureau of Statistics, Provincial and Regional Life Tables 1960-1962, Ottawa: 
Queen’s Printer, 1964. 


APPENDIX 14-1A 


Diag- 
nostic 
Group 


All Diag- 
noses 
No. = 871 


Functional 
psychoses 
No. = 233 


None 
functional 
psychoses 
No. = 189 


Psycho- 
neuroses 
No. = 214 


APPENDIX 14-1A 


DISPOSITION AT END OF 1960 FOR FIRST HOSPITAL EVENT, BY DIAGNOSTIC 
GROUP AND TIME SINCE ADMISSION, UNDUPLICATED 10 PER CENT 


BRITISH COLUMBIA, 1958-1960 


417 


SAMPLE OF FIRST ADMISSIONS TO PSYCHIATRIC INSTITUTIONS, 


Remaining 
diagnoses 
No. * 235 


— : 
! , Discharged>iScharged Remaining 
aner ome Medical against Dead Trans- on Hosp. 
dmission Naviee Medical ferred Books Dec. 
Advice 31, 1960 
(days) 
O28) eacodee 281 18 NB 56 18 
S012 07a si 286 2 14 15 26 
121—364....... 41 3 iil 7 24 
SOS we cette cle ors 8 1 Uf 1 40 
pO Gallmeyaeiegeret ise 616 24 44 79 108 
O=29 SS iease. 36 4 _ 9 2; 
SOA 2ON sha cie 5 « 121 — _ 4 12 
121—364..... : 23 2 _ 4 3 
SYS S au doa COO 4 1 - - 8 
BO ta le rite 0s 184 i — 17 25 
5 8 pay 3 
= 7 5 4 
= 6 2 3 
= 4 1 5 
5 25 35 15 
3 on 3 ai 
— 2 2 2 
ae = = 1 
bt = — 1 
5 2 5 11 
6 4 17 6 
2s 5 4 8 
il 5 1 17 
= 3 = 26 
9 V7 Aah Si) 


Source: Dominion Bureau of Statistics, special tabulations. 
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APPENDIX 14-1B 


DISPOSITION AT END OF 1960 FOR FIRST HOSPITAL EVENT, BY DIAGNOSTIC GROUP 
AND TIME SINCE ADMISSION, UNDUPLICATED 10 PER CENT SAMPLE OF FIRST 
ADMISSIONS TO PSYCHIATRIC INSTITUTIONS, SASKATCHEWAN, 1958—1960 


Remaining 
Diagnostic Time since Dai modicgl eeeust Dead Trans- on Hosp. 
Group Admission Aadinn Medical ferred |Books Dec. 

Advice 31, 1960 
Sl sietevene 18 7 
All Diager |) ) 3 0— 12 Omens cine 14 1 7 
NOSES yy one SOA wetereterene 7 _ ily 
NOs 2412) Si GOS emaintetereto ele 6 — 2257 
45 8 58 
2 2 3 
Functional _ _ 1 
psychoses _ _ - 
No. = 119 = = 3 
2: 2 7 
12 3 1 
Non- SO—L20 nae eere 16 1 1 6 
functional — 10 
psychoses _ 13 
No. = 105 4 30 
_ 1 
Psycho- _ _ 
neuroses _ - 
No. = 93 - _ 
— 1 
2 2 
Remaining — _ 
diagnoses _ 7 
No. = 95 = Nal 
2 20 


Source: Dominion Bureau of Statistics, special tabulations. 
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APPENDIX 14-2 


READMISSION RATES 
REPORTED FROM VARIOUS MENTAL HOSPITALS 


A. England and Wales . 
First Admissions, 1954 
Proportion readmitted within two years of first admission 
NE MIZOpntensial——sMaAlLCSrelelelsisisialete/siovelelelelals ele/e/ele cele sie elalsie cisisieiele ees eleleie sicicieieie) (O476 


iG Mae Statatetatstatersieveerelevelste ele) eiele eaia a/e elelaleie oieiaisie/laicrelolele el eve sieve 31% 


B. California State Mental Hospitals? 
Discharges, 1950—1955 
Proportion readmitted within one year of discharBe .sececcccsccccessecccsses 14—16% 


C. United States, 98 State Mental Hospitals? 
First Admissions diagnosed as psychotic, 1959—1960 
Proportion of patients discharged within 1—2 months who were 
FeadmitreduwichinvONely CAaleleleters/s isle eielele «ele alelele/é\e 6 60 e)eleials'ee.6 60's 0156. s\sle/a 616 21% 


D. Brandon Hospital for Mental Diseases 


ABSOLUTE READMISSION RATES, 
FIRST ADMISSIONS DISCHARGED FROM BRANDON HOSPITAL 
FOR MENTAL DISEASES, 1953—1957 4 


One Year Five Years 
Male Female Male Female 
All Psychoses 15% 14% 32% 33% 
Schizophrenia 19 16 39 36 
Manic depressive 16 15 PX 35 
Other psychoses 10 9 26 26 
E. Ontario Hospital, London *® 
Probability of Probability of 
Discharge a) Readmission 
2 years 4 years 2 years 4 years 
All diagnoses 1940—42 0.605 0.678 0.162 0.263 
1950—52 0.699 0.706 02173" 05261 
Functional psychoses 1940—42 0.676 0.722 0.183 0.245 
1950—52 0.813 0.813 0.241) 105325 


EE ee aarrEEEEaiEcainEEEE EEE EEnEREEEEEEEEEE EEL 


a) Discharge in full, usually following six months of probation. 


F. Crease Clinic, Feb. 1-March 15, 1963° 


Of 193 discharges, 24.8 per cent were readmitted for psychiatric care within one year. 


1Brooke, Eileen M., A longitudinal study of patients first admitted to mental hospitals, op. cit. 


2Los Angeles Welfare Planning Council, The Mental Health Survey of Los Angeles County 
1957-1959, op. cit. 


8’Bahn, Anita K., and Bodian, Carol, A life table method for studying recurrent episodes of 
illness and care, J. chron. Dis. 17:1019-1032, 1964. 


4Bristow, M.E., Harris, A.A., and Henderson, A.L., Readmission Experiences of the Cohort of 
Discharges, Brandon Hospital for Mental Diseases 1953-1957, dupl., n.d. 


s5Wanklin, J. A., Studies on the Epidemiology of Mental Illness, Part Ii, The Discharge and 
Readmission of Mental Hospital Patients: Cohort Analyses, thesis submitted to the Faculty of 
Graduate Studies, The University of Western Ontario, London, 1962. 


6McFarlane, W.J.G., A Survey of Discharged Psychiatric Patients with Reference to Early 
Readmission, presented at the Annual Meeting, Canadian Psychiatric Association, Vancouver, 
June 1964. 
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APPENDIX 15-1 


MENTAL HOSPITAL UTILIZATION, ENGLAND AND WALES, 1954 AND 1955 
First Admissions to Mental Hospitals, England and 
Wales, 1955 


Results of First Hospitalization, 1 Year 
Ail 65+ | All 654 ate ona 


Number ........| 19,377| 5,566 | 9,712|4,099| 26,648 | 6,282 | 13,345 | 7,021 | 3,367 | 3,441 


Percentage 
Discharged .. 78 92 85 42 77 94 87 40 81 82 
Dead...seeee 11 - 5 40 o _ < 29 1 1 
Remaining... 11 8 10 19 14 5 10 30 18 17 


Percentage of Starting Cohort Discharged and Readmitted Within Two Years of Admission 
ah 24 22 12 21 23 24 13 29 27 


Aggregate Duration Hospitalization, All Hospitalizations Within Two Years 
of Admission 


Percentage of Two Years 


All Diagnoses Schizophrenia 


53 49 26 
21 22 30 
lal 11 17 
16 18 27 

if 10 Ws 


Up to 10% weeks. .secccvcseccsesscccsvers 
10% weeks to 6 MOSe weceecsccceccersecses 
6 moOS. to 1 year .ecevecvvereveseccccvsces 
1 year to 2 yearS..ecoeecreeserrecesesreee 


GONtINUOUSe vieisislc olsioicle ois ole o.s os eeels 66 06s si6 
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APPENDIX 15-—1 (Concluded) 
Mental Hospital Utilization within Two Years Following 
First Admission, England and Wales, 1954 


Estimated 


P 
Scene) cuca wae Bed Demand /|Days of Care 


of Patients | of Patients 


Number 


of within 2 Years per Patient 
First Remaining | Remaining | Following First We ivears 
ea in Hospital |Continuously Admission = ; 
3 at End of | Hospitalized (patient-years) ollowing 
missions Admission 
6 Months for 2 Years 
All Admissions ..... 180 
Schizophrenia 
and manic 
depressive! ...... 174 
Senile and 
presenile ....eee- 306 
Anxiety, 
hysterical, 
and neurotic- 
depressive 
TeacCtlONs) “wees cele 98 


1 First admission rate for population aged 15—64 was 57 per 100,000. 


Source: Brooke, Eileen M., 
A Cohort Study of Patients First Admitted into Mental Hospitals in 1954 and 1955, 
General Register Office Studies on Medical and Population Subjects No. 18, London: 
Her Majesty’s Stationery Office, 1963, pp. 12,35,38, 41, 60. 
Brooke, Eileen M., 


Factors affecting the demand for psychiatric beds, op. cit., Tables IV and V. 
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APPENDIX 17-1 


THE ABOVE-AVERAGE USE OF MEDICAL SERVICES BY PSYCHIATRIC PATIENTS, 
GROUP HEALTH INSURANCE, NEW YORK 


MEDICAL SURGICAL CLAIMS COSTS PER CAPITA 
PSYCHIATRIC USERS AND NON-USERS 


Average 


Patient Category 1958—60 1960 
Users of psychiatric Service ....eseeeeeeee $56.07 
Non-users in user families .....-cecseeeees 38.26 
Non-users of psychiatric Service ....+.esee. 30.06 


MEDICAL SURGICAL CLAIMS OF ist YEAR, 2nd YEAR, AND 3rd YEAR PSYCHIATRIC 
USERS, BY YEAR 


Ist year users (1959). seeeeereeereeerecerreeescees 
Qnd year users (1960) ....eee eee ee secre reeeccevcees 57.47 


3rd year users (1961)...eeeeeeeeeereeerecerreresecs 


AVERAGE ANNUAL PER CAPITA CLAIMS COSTS FOR MEDICAL-SURGICAL SERVICE, 
PSYCHIATRIC PATIENTS AND NON-PSYCHIATRIC PATIENTS, BY 
TYPE OF SERVICE 


Average per Capita Claims Costs per Year 1958-60 


Type of Service Column 1 Column 2 Ratio 
Non-psychiatric Psychiatric Column 2 to 
Patients Patients Column 1 
Surgery in hospital...+ss+eeeeeeeeeee $ 4.65 $ 6.89 1.48 
Surgery out of hospital ..-.+eeeeecees 2.30 4.35 1.90 
Maternity .---ccccccccccscscccrccece 1.59 2.45 1.54 
Medical in hospital ...--seeeeeeecees 1.48 Poe) Legs 
Office and home Care€.-+-ceeseeeeccees 15.78 25.62 1562 
Gonsultations .-cccsccccececcevccccs 3.29 8.84 2.68 


. 84 4.20 


$51.61 ie 1.76 


Source: Avnet, Helen H., Psychiatric Insurance, op. cit., pp» 156—157. 


Nursing and radiotherapy -+++++++-:. 220 


TOTAL --ceccccccscce 
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APPENDIX 20-1 


PSYCHIATRIC MORBIDITY IN GENERAL PRACTICE, 
ENGLAND AND WALES 


A one-year survey! of general practice in England and Wales based on the 
records of 120 general practitioners, covered 380 thousand patients during 
the period May 1955—April 1956. During this interval, two-thirds had attended 
their physician. 


Among males, psychoneuroses were recorded for 3.3 per cent of the 
population-at-risk, or 5.9 per cent of the patients attending, and for 124 visits 
annually per 1,000 population-at-risk. These rates were higher among females, 
psychoneuroses being recorded for 7.0 per cent of the population-at-risk, and 
10.6 per cent of the patients attending. Higher rates were recorded among those 
working full-time than among housewives and among full-time employees 
with family responsibilities than those without. 


1Logan, W.P.D., Morbidity Statistics from General Practice, Vol. II, Occupation, General 
Register Office, Studies on Medical & Population Subjects No. 14, London: Her Majesty’s 
Stationery Office, 1960, pp. 107, 108 (Table 12). 
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CONSULTATION AND PATIENT CONSULTING RATES PER 1,000 POPULATION BY 
THREE AGE GROUPS IN EACH OCCUPATIONAL CATEGORY FOR 
PSYCHONEUROSES (1S8.C. NOS, 310-318) 


Male, Aged 15 and Over 


Working N 
Rate Part Retired vt Not 
Ti Working Stated 
ime 


Patients 


per 14.5 
Consult- 46.6 
ations 26.9 


per 


eeeo cere eeoe 


Per cent of total 


patients 5.6 
seen with 6.0 
diagnoses of 6.8 
psychoneuroses::: 2,0 


Female, Aged 15 and Over 


Working 
Full Time 


Working 
Part Time 


Not Gainfully 
Employed 


All 


Without 


With | Without Without 


Diagnoses Cate- ; 
. : Family | Family Family Paty ‘ 
gories Responsi- | Not 
Respon- |Respon- ae ee 
ee a bilities | Stated 
sibi- Sibi- ; 
Including 


lities lities 


Retired 


Patients 
per 


coer ee 


Percentage 
of total 8.4 
patients 10.7 
seen with 8.0 
diagnoses 4.7 
of psycho- 


neuroses... 


1 Rates based upon small population. 
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APPENDIX 21-1 


FIRST ADMISSIONS, READMISSIONS, PATIENTS ON BOOKS OR IN RESIDENCE, 
FROM MIDDLESEX, CARLETON AND ESSEX COUNTIES TO ONTARIO 
MENTAL HOSPITALS AND HOSPITAL SCHOOLS, 1958—1960 


Middlesex County Essex County 
1958 | 1959] 1960 | 1958 | 1959 | 1960 | 1958 | 1959 |1960 


Estimated population 
(thousands) ....ccceceees 


First admissions 
WAS As sides sas 
Riemaleee., cicicie elcis's sVele se 
SHOLA cial cle oi clctehsichsvetelederetsters 


Readmissions 
IMale@mrverepekers o)sioxelersl os 00616 
IeMmal ery tepersle cleleverorenee 6 ove 
“broths A oh ood do. OOOO CUO 


Patients in residence and 
approved homes 
Mialereie ctsnelelcloisisieteteieicte ets ic 
ENVIS GSR oS HOGS 6 BID UIae 
PRObAL I. cucvereieteleleienensie tere! sos 
Rate per 100j,000).......5-5- 


Patients on books 
Mal eiere cictatere sie’ sisisls a e\siole! 
Bemalle piste cis eielsia's cieleieiels 
COL ailion eletel siveieieceysielavehsiere,e « 

Rate per 100,000........... 


Source: Ontario, Mental Health Division of the Department of Health, 92nd Annual Report for the Year 
1958, Totonto: Queen’s Printer, 1959, p. 62. 

Ontario, Mental Health Division of the Department of Health, 93rd Annual Report for the Year 
1959, Toronto: Queen’s Printer, 1960, p. 63. 


Ontario, Mental Health Branch of the Department of Health, 94th Annual Report for the Year 
1960, op.cit.sp. 67. 
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APPENDIX 21-2 


VARIOUS STATISTICS ON PATIENT MOVEMENT, 
ONTARIO HOSPITAL, LONDON, 1958 — 1960 


1958 | 1959 | 1960 
First Admissions if 
Tey fal o chaie civve cts colkolelerehovelelene ehstievctelie/elevs:(e¥eleche viele 9) oleic ele eis 388 346 400 
Admitted by voluntary application »+cesccereerreereces ay) 38 47 
Admitted by two physicians’ certificateS ».++-eesceereres Sls 294 So 
Age 65 years and over eceereres-- ® aholiele # viele « e)e)eiele oles 106 93 126 
Diagnosed as functional psyChoS€S...esevsecereeevers 161 OT 146 
Readmissions 
TOtAL i occ ete nice ertlerene slevele siclerelete oeisls es seers sles 19 010) 238 259 261 
Admitted by voluntary application++++ceesserrererrres 62 56 il 
Admitted by two physicians’ certificates +-++++e+srereres 150 183 170 
Discharges oo ccececcccesccvccecerverressrerereseccecess 470 483 492 
EEK INGS BG bic DUBiolg 6 G6 Ua Gdbloioldd.o old OG oY Oia. tie Oc ons 128 125 150 
Daily average population in residence +++esserreerererereees 1,618 | 1,606 1,598 
ay == (eee i 


Source: Ontario, Mental Health Division of the Department of Health, 92nd Annual Report for the 
Year 1958, op.cit., pp. 31, 46,49, 69, 73. 
Ontario, Mental Health Division of the Department of Health, 93rd Annual Report for the 
Year 1959, op.cit., pp. 32,46, 49, 71, 75. 
Ontario, Mental Health Branch of the Department of Health, 94th Annual Report for the 
Year 1960, op. cit., pp. 32,49, 53, 73,77. 


APPENDIX 21-3 Aon 


APPENDIX 21-3 


FIRST ADMISSIONS, READMISSIONS, AND TRANSFERS TO MENTAL HOSPITAL, 
DIAGNOSES OF SEPARATIONS, AND ADMISSIONS FROM MIDDLESEX COUNTY 
PSYCHIATRIC UNITS IN GENERAL HOSPITALS, LONDON, 1958—1960 


St. Joseph’s Hospital| Victoria Hospital 


First admissions @eeooevuooeaoeeoeoeeeeeeeee ee eee @ 369 
Readmissions eeceoeaoeoevoces ees eeaneoeeeeeoeees eee GO 6 230 
Mransters toumental HhOSpitailue sec actsls oo ciciele clele 81 
Diagnoses of separations 
Psychoses eeeeseeoovoueaevseee eee eoeoeseeoeveeeeee 88 @ 250 
Psychoneuroses eecoeovoeeveoeoeveeoeeeeee2e2e2828 8886 @ PTI 
Other diagnoses @eeeoeveveaoevoeneeeoevoeaeeoeeaeeaseoeeee & 127 
Admissions from Middlesex County 
First admissions eseeoesceeeoseovneeeeeoeeoe e808 2A) 1 
Readmissions eeoeooaoevoeesceoseeoceaeeoee ee eee ed 145 


Source: Ontario, Mental Health Division of the Department of Health, 92nd Annual Report for the 

Year 1958, op.cit., pp. 148,151. 

Ontario, Mental Health Division of the Department of Health, 93rd Annual Report for the 
Year 1959, op.cit., pp. 157,167. 

Ontario, Mental Health Branch of the Department of Health, 94th Annual Report for the 
Year 1960, op.cit., pps 160,166,167. 

Ontario, Department of Health, Medical Statistics Branch, Sixth Annual Statistical 
Summary, Psychiatric Units of Public Hospitals in Ontario, Calendar Year 
1960, dupl., June 1961, 
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APPENDIX 21-4 


VARIOUS STATISTICS ON ACTIVITIES OF PUBLIC PSYCHIATRIC CLINICS, 
LONDON, 1958—1960 
Victoria 


Mental 
Health Clinic Hospital Clinic 
1958 | 1959 | 1960 | 1958 | 1959 | 1960 


Active cases, Jan. 1 


16 and under years...... SS che teere ole AGAR: 26 
We an GWoVier sii, taustolelorstocloks oleisisteds e(atelcuolel ere, 281 
Age of first admissions 
16 and under ...... AC CHENEED 100. GS GRO: Ci. CREO on 102 
7 —SOAete cts eonens ste ehetens ys aiicleMetalieliccenetells: © si exsp ay ez su 466 
OS AN dvOVEH) seria ayer creleie a svalekelotchotckote toys ce. PAHO o 53 
Source of referral for first admissions 
WelfareyagencieS wert slielsiel sie ots sstsia|= +) a, ceeneie 15 
Healthpagencies ia. metisicis) eiollereietsicieiel olsrel eho: scorers 510 
Educational agencieS.....ccscccecccses mecyCWS 6 
FoOrenSiCsiaccyeieks he levshelolsionetscteloietele eisie YacoD as 38 
OCHER a ccrseteisiels eh cvolelensielerercrerctenens Adis HOO CS ot Kt 52 
Type of service for terminated cases 
Diagnosis and treatment 2.0... 3.025.600 Sod 451 
Consultation; notitreate dinis ciclstalele sie «is sieroleie © 235 
Other services, not treated...... eioneiisiexe SeoNehsie 160 


Psychiatrist interviewS .....cccreccceceececes 3,175] 3,090} 3,668 


Note: Some of the activities of Victoria Hospital Clinic were for hospitalized patients. 


Source: Ontario Department of Health, Division of Medical Statistics, Third Annual Statistical 

Summary, Community Mental Health Services in Ontario, Calendar Year 1958, dupl., 
May 1959, 

Ontario Department of Health, Division of Medical Statistics, Fourth Annual Statistical 
Summary, Community Mental Health Services in Ontario, Calendar Year 1959, dupl., 
April 1960, 

Ontario Department of Health, Division of Medical Statistics, Fifth Annual Statistical 
Summary, Community Mental Health Services in Ontario, Calendar Year 1960, dupl., 
April 1961, 
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APPENDIX 21-5 


FREQUENCY OF PSYCHIATRISTS’ CARE IN VARIOUS COMMUNITIES 


For the age group 15-64 it was estimated that 1.7 per cent of the population 
in Metropolitan London, and 2.1 per cent of those in the Moose Jaw area 
attended a psychiatrist during a three-year period. Those ratios excluded patients 
continuously hospitalized during the period, and those patients seen only by 
private psychiatrists in London. 


In Monroe County, N.Y., 1.1 per cent of the population aged 20-69 who were 
not receiving psychiatric care at the start of the year attended a psychiatrist in a 
clinic, hospital or private office during the remainder of the year.}? 


During one year (1959-60) one per cent of the population of San Mateo 
County, California, received direct clinical services from the Mental Health 
Division of the County Department of Public Health and Welfare.* 


In a Danish study, 9.7 per cent of the local population, aged 15 and over, 
were referred for psychiatric consultation during a five-year period. Functional 
psychoses made up 2.3 per cent, organic psychoses 1.3 per cent, psychoneuroses 
2.6 per cent, and other diagnoses 3.5 per cent. 


For Aberdeen City, Scotland, 0.74 per cent of the population aged 15 
and over, who had not received a psychiatric consultation in the year previous to 
March 1960, were seen by psychiatrists in the following year.® 


The results for London and Moose Jaw based on a three-year period do not 
seem excessively higher than those reported elsewhere.® 


The rate of attendance was lower for children than adults in both London 
and Moose Jaw. During the three-year period, attendance for children under the 
age of 15 was 0.8 per cent in London, and 0.6 per cent in Moose Jaw. 


For Monroe County the rate of admission to psychiatric service in 1960 was 
0.35 per cent for those under the age of 18.7 


In Metropolitan Vancouver during 1960, 0.4 per cent of children under the 
age of 18 received psychiatric consultation for the first time. This included both 
in- and out-patient, public and private, treatment and consultation services.® 


1Gardner, E.A., et al., All psychiatric experience in a community, op. cit. 


2Miles, H.C., et al., A cumulative survey of all psychiatric experience in Monroe County, N.Y., 
Psychiat. Quart. 38:458-487, 1964. 


sHeymann, G.M., and Downing, J.J., Some initial approaches to continuous evaluation of a 
county mental health program—an interim report, Am. J. publ. Hlth. 51:980-989, 1961. 


4Nielsen, J., Home visits by psychiatrists, Compreh. Psychiat. 4:442-460, 1963. 


5Innes, E., and Sharp, G.A., A study of psychiatric patients in North-East Scotland, J. ment. 
Sci. 108: 447-456, 1962. 


‘The rate of attendance at private psychiatrists was estimated for M.S.(A.)I. members as 1.4 
per cent during 1961-62 (Table 18-5). 


7Gardner, E.A., et al., op. cit. 


8Nichol, H., and Richman, A., Utilization of psychiatrists’ services for children in a 
metropolitan area, presented at the Annual Meeting, American Psychiatric Association, Los 
Angeles, California, May 1964. See Appendix 21-6. 
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APPENDIX 22-1 
PERSONS UNDER 21 YEARS WITH MENTAL RETARDATION, 
REGISTERED IN BRITISH COLUMBIA, 
BY SEX, DEGREE OF MENTAL RETARDATION, AND 
WHETHER INSTITUTIONALIZED, DECEMBER 31, 1960 
Degree Cases in Provincial Cases in the aa Tim eh ace 
of Institutions Community 
Retardation Male | Female| Total Male | Female| deta Male Female | Total 
a 
TdtOCyaee slereiatetelele 120 214 6 9 15 126 103 | 229 
Imbecility ..cces 117 180 71 67 138 188 130 318 
Morontrercteracreetatere 71 112 253 224 477 324 265 589 
Borderline ...oe. 11 12 324 197 521 335 198 533 
Mongolism .eceece 160 138 129 267 232 195 427 
Unspecified..... 143 Sa 401 953 632 464 | 1,096 
Total.o..% 1,344 11,027 2, 37141 1,837, 1,985,102 
2 a 


Source: British Columbia, Department of Health Services and Hospital Insurance Division, Vital Sta- 
tistics, Special Reports No. 62, Registry for Handicapped Children and Adults, Annual Report, 
1960, March 1962, 
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